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SURGICAL TREATMENT OF ATRIAL SEPTAL DEFECTS* 


BY 


F. RONALD EDWARDS, M.D., Ch.M., F.R.C.S. 


JOHN D. HAY, M.D., F.R.C.P. AND 


H. GORDON FARQUHAR, B.M., M.R.C.P. 
G. JACKSON REES, M.B., F.F.A. R.C.S. 


(From the Royal Liverpool Children’s Hospital) 


The treatment of atrial septal defects is essentially 
surgical. We describe below our experience of the 
management of a group of 12 cases. 

This defect is relatively common. In necropsies on 
congenital heart cases of all age groups Maude Abbott 
(1936) found the defect to be the third commonest, and 
in McGinn and White’s series (1936) it was the com- 
monest. Post-mortem examinations in children show a 
lesser incidence as death often occurs later in life, and 
Disenhouse ef al. (1954) found it to be sixth and Keith 
and Forsyth (1951) thirteenth in frequency. Wood’s 
findings (1950) in 200 patients suffering from congenital 
heart disease showed atrial septal defects to be the second 
commonest defect between the ages of 5 and 61 years. 


The sex incidence shows a predominance of female 
patients (Roesler, 1934; Cosby and Griffith, 1949; 
Bedford et al., 1941). 


The morphology of the various types of defect is best 
understood by a consideration of the embryological 
development of the septum. 


The atrial septum is formed by the fusion and over- 
lapping of two septa which eventually divide the single 
atrium into two cavities. The first, the septum primum, 
appears at about the fourth week in the roof of the 
atrium and grows downwards both ventrally and dor- 
sally in the sagittal plane towards the region of the atrio- 
ventricular valves and the developing ventricular septum. 
Growth in its central portion is slower than at the peri- 
phery, so that its lower margin becomes crescentic. 
There is thus left a communication between the two 
atria which is termed the ostium primum. This foramen 
then gradually closes, but at the same time the upper 
part of the septum breaks down to form a second 
deficiency—the ostium secundum. 

To the right of the first a second septum now develops, 
the septum secundum, which grows downwards to over- 
lap the lower edge of this second foramen. The free 
edge of the second septum forms the annulus ovalis of 
the fully developed heart. There remains an oblique 
cleft bounded above by this frée edge and, below and 
to the left, by the lower edge of the foramen secundum 
through which blood passes during foetal life from the 
right atrium to the left. Actual fusion of the two septa 
occurs before the 12th week of extrauterine life in most 
cases. Seven types of defect may be described (Fig. 1). 





*Submitted for publication in August, 1955. 


normal size and shape. 


1. A common atrium where there has been no attempt 
at the formation of any septum or at the most only a 
small rim of tissue in the sagittal plane. 

2. A defect which lies directly above the atrio- 
ventricular valves and which may vary considerably in 
size. This represents a persistent ostium primum and 
arrest of development at this stage. 

3. In addition to the persistence of the ostium primum 
there is a defect in the upper part of the septum which 
has broken down without prior closure of the ostium 
primum. The septum secundum has not formed. 

4. Multiple small defects are found in the upper part 
of the septum. This represents the imperfect break- 
down of the septum primum in its upper portion after 
the foramen primum has closed. There is no septum 
secundum. 

5. There is a rounded or oval defect in the upper part 
of the septum. This is a persistent ostium secundum. 
There is again either no septum secundum or it is too 
small to cover the defect. 

6. Extensive deficiencies of the septum occur with only 
strands of tissue crossing it. This may represent either 
an extreme degree of type 3 or of type 4. ; 

7. There is a small defect beneath the annulus ovalis. 
This is a persistent foramen ovale. 


Pathological Changes 

During foetal life blood normally passes from the 
right atrium to the left. An atrial septal defect there- 
fore does not cause dilatation or hypertrophy of the 
cardiac chambers in utero, and at birth the heart is of 
After birth, however, the 
presence of such a defect results in a flow of blood from 
the left atrium to the right. This increases the volume 
passing through the right ventricle, pulmonary artery, 
and lungs, and the return to the left atrium, which 
further augments the left-to-right shunt through the 
defect. The pulmonary arterial flow may be increased 
up to eight times the systemic flow, which remains nor- 
mal (Goldberg and Downing, 1955). The pulmonary 
peripheral resistance is low initially in most patients and 
the mean pulmonary artery pressure normal or only 
slightly raised (Wood, 1950). There is apparently no 
consistent relationship between flow and pressure in 
the pulmonary arterial system, but a high flow may 

4 

















1464 Dec. 17, 1955 


ATRIAL SEPTAL DEFECTS 





M : 
____ MEDIcaL Journay 








$< 





ry 


Fic. 1.—Seven types of atrial septal defect—diagrammatic (see text). 


ultimately lead to secondary pulmonary hypertension 
and consequent reduction in flow (Chapman and Frazer, 
1953). This abnormal cardio-pulmonary circulation 
causes enlargement of the right atrium and of the right 
ventricle ; the pulmonary. artery becomes large and 
pulsatile, and dilatation of the vascular system of the 
lungs occurs. Atheroma of the pulmonary vessels may 
develop. This sequence of events may be modified by 
associated congenital cardiac abnormalities. 


Clinical Picture 


In infancy a large shunt may lead to early cardiac failure 
and death in the first few months of life, but more com- 
monly failure to gain weight satisfactorily is the only 
symptom. Children with this lesion may become easily 
fatigued and suffer from frequent attacks of “ congestion 
of the lungs,” but dyspnoea on exertion is not usually severe 
enough to prevent a reasonably active life, and cyanosis 
is absent or slight. Many individuals, however, remain 
symptomless until the third or fourth decade. Once symp- 
toms have become established at any age, congestive cardiac 
failure is apt to develop, either gradually or suddenly. It 
may be precipitated by an intercurrent infection and be 
accompanied by auricular fibrillation. 

Examination may show the patient to be thin, with light 
bones, slender limbs, poor muscular development, and a 
long narrow chest with a prominent sternum, but some of 
our patients have been well built and of normal develop- 
ment. Arachnodactyly and a high arched palate are occa- 
sional associated abnormalities. The pulse is of small or 
normal volume; the blood pressure is normal. The apex 
beat may be displaced outwards and be of the right ventricu- 
lar tapping type, or diffuse and tumultuous. Heaving of the 
right ventricular outflow tract is often very marked, and 
pulsation of the pulmonary artery may be visible in the 
second left intercostal space, over which a systolic thrill 
may be palpable. The second sound in the pulmonary area 
is usually split, and the second pulmonary element may be 
loud. 

A systolic murmur, which may be pronounced, is usually 
maximal in the pulmonary area, and less well conducted 
than the murmurs of pulmonary stenosis, ventricular septal 
defect, or persistent ductus arteriosus. A short blowing 
diastolic murmur of pulmonary incompetence may be 
audible in the pulmonary area. A low-pitched diastolic 
murmur is also often heard at the apex beat in uncom- 
plicated atrial septal defects. 

The electrocardiogram shows the rR’ pattern of incom- 
plete right bundle-branch block in the V: or V3R leads so 
frequently that the absence of this type of record should 
cast doubt upon the diagnosis. Right axis deviation is 
usually found. 

The radiological appearances are those of right atrial and 
right ventricular enlargement, with large pulsatile pulmonary 
arteries, increased peripheral pulmonary vascularity, a well- 
marked “hilar dance,” and a small aorta. In a minority 
of cases, however, the heart is normal in size and shape. 


Cardiac catheterization may suggest the diagnosis by the 
demonstration of oxygenated blood in the right atrium, but 
anomalous entry of pulmonary veins into the right atrium, 
either directly or via the coronary sinus, will give rise to 
the same finding. The passage of the catheter from the 
right atrium into the left atrium also suggests the presence 
of an atrial septal defect but does not prove it, as a catheter 
will sometimes pass quite freely through a patent foramen 
ovale. The right ventricular and pulmonary artery pressures 
are frequently normal but occasionally raised. Under con- 


ditions of failure increasing right atrial pressure may at 
first prevent the left-to-right shunt and later reverse it, That 
this has occurred may be suggested clinically by the appear- 
ance of cyanosis and confirmed by finding a similar OXygey 
saturation of the blood in the venae cavae and right atrium, 
and a reduced oxygen saturation in the blood of the femorj 
artery. It is in this type of case that angiography may be 
helpful. 

Intravenous angiocardiography may reveal a left-to-right 
shunt by abnormally rapid dilution of the dye in the Tight 
atrium. This is best demonstrated in the right posterior 
oblique position with sufficiently rapid exposures (Lind » 
al., 1954). In the presence of a reversed shunt or of a very 
large defect the contrast medium may be seen to pass from 
the right atrium to the left. The demonstration of a right 
atrium of normal size should raise doubts on the correctnes 


of the diagnosis. 
Prognosis 


In 73 cases of atrial septal defect the mean age at death 
was 28 years, with extremes of 3 months and 70 year 
(Abbott, 1936). In 62 cases it was 36 years (Roesler, 1934), 
in 19 cases 49 years (Cosby and Griffith, 1949). In a series 
of 10 cases the majority of patients died between 30 and 45 
years (Bedford et al., 1941). Of 11 children with this defect, 
however, six died in infancy—two of the older children 
following operations for surgical correction of the defect, 
and two others as a result of unassociated conditions 
(Disenhouse ef al., 1954). 

The average expectation of life is therefore considerably 
reduced. Death may occur during the third or fourth decade 
in patients free of symptoms during childhood, but it may 
be earlier in children who suffer from recurrent respiratory 
infections. Once congestive heart failure has developed the 
patient may survive for only a few months, or, with the 
assistance of digitalis, perhaps for a few years. 

In all cases, therefore, surgical closure of the defect should 
be considered. 

Surgical Treatment 

Numerous suggestions have been put forward for accom- 
plishing the closure of an atrial septal defect based on 
experimental work, and in some cases the method has 
received clinical trial (Fig. 2). 

1. Murray (1948).—Sutures are inserted through the heart in 
the line from the interatrial septum anteriorly to the interatrial 
septum posteriorly. There is considerable distortion of the two 
atria after the sutures are tied, and the veins on the other side 
may be obstructed. There are difficulties also with the closure 
of the supravalvular portion of an ostium primum. This method 
would appear, however, to have some application in the treat- 
ment of a common atrium. 

2. Cohn (1947).—A portion of the atrial wall is sutured to the 
margins of the septal defect and is then cut off, the atrial wall 
being closed by a purse-string suture. Experimental only. 

3. Swan et al. (1950).—The left and right atrial appendages 
are plugged through the atrial septal defect and sutured together. 
Experimental only. 

4. Martin and Essex (1948).—A “ polythene ” sheet is covered 
with a vein graft and sutured in the septal plane. Experimental 
only. 

5. Dodrill (1949).—A ring clamp is applied over both atria. 
The right atrial wall is opened over the defect, which is then 
sutured under direct vision. Suitable only for small defects. 
Experimental only. 

6. Merendino ef al. (quoted by Bailey et al., 1953).—A plug of 
fat contained in a bag of pericardium is inserted into the defect. 
Experimental only. 

7. Sondergaard et al. (1954).—A groove is dissected between the ° 
two atria posteriorly. One suture is anchored to the interatrial 
septum superiorly close to the aorta and one suture is ancho 
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to the right ventricle just below the atrio-ventricular groove. The 
two sutures are tied in the groove over a piece of gelatin foam, 
and this closes or reduces in size the septal defect. The perm- 
anency of this procedure is doubtful as there is only an approxi- 
mation of the edges of the defect. 

8. Bailey ef al. (1952).—The finger is inserted into the right 
atrium through the appendage, and after digital exploration the 
atrial wall is sutured to the margins of the defect around the 
finger. Exploration of the mitral valve can also be undeftaken 
and the valve split in cases of Lutembacher’s syndrome. A large 
number of patients have now been treated with this operation 
by Bailey and others. ‘ 

9. Swan et al. (1950).—Sutures are passed through the atrial 
defect from the right to the left atrial appendage and a plastic 
button is drawn into the right atrium over the defect. A similar 
button is threaded on to the sutures passing through the left atrial 
appendage and is then sutured down on to the left side of the 
defect with the wall of the appendage intervening. Experimental 
only. 

10. Gross et al. (1952).—A “ well’? made of rubber is sutured 
to the side of the atrium, the atrium opened, and the defect 
sutured under tactile control. A sheet of plastic material can be 
sutured over the defect if it is large. A number of patients have 
been successfully treated by this method, but it is technically diffi- 
cult compared with some others. 


11. Husfeldt and Sondergaard (1953).—Sondergaard’s method 
of periseptal sutures is employed with the finger in the atrium 
to give tactile control. 

12. Bjérk and Crafoord (1953).—A circular suture is passed 
through the septum around the defect, the needle being directed 
by a finger in the atrium. Posteriorly the suture passes through 
a groove as dissected by Sondergaard. 

13. Blount et al. (1954); Brock and Ross (1955); and others.— 
With the aid of hypothermia, cardio-pulmonary by-passes, and 
cross-circulations a number of open operations have been per- 
formed in Great Britain and America whereby the atrial septal 
defect has been sutured under direct vision. 


The direct suture of an atrial septal defect with an open 
heart conforms best to surgical principles, but an open-heart 
operation is at the moment associated with technical difficul- 
ties which make the risks not inconsiderable. The opening 
of the heart with an interrupted circulation under hypo- 
thermia, at any rate in children, has so far been the most 
successful method, and Blount er al. (1954) have had cons 
siderable experience of this. The recovery of the heart 
from trauma at these temperature levels is not as satisfac- 
tory as when the operation is performed at normal tempera- 
tures. 


"RA 
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Fic. 2.—Suggested methods of closure of atrial septal defects (see text). 
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A tactile non-visual method can be satisfactory, but some 
preliminary experience is necessary before digital examina- 
tion can be accurately interpreted. Nevertheless the advant- 
age of the method is that no interruption of the circulation 
is necessary and no adjuncts are required to the normal 
form of anaesthesia. 

Consideration of the various methods that have been sug- 
gested for closing an atrial septal defect led us to the view 
that the simplest method (for all except the almost com- 
pletely absent septum) was the external suture suggested by 
Sendergaard and practised by him and Husfeldt. Some 
doubt was felt about the permanency of this form of closure, 
as there is no direct suturing of the defect itself. Further- 
more, the possibility of one of the sutures cutting free from 
its anchorage was envisaged. It seemed that the use of this 
external suture to approximate the edges of the defect might 
well simplify the insertion of sutures to close the defect 
directly. 

Technique 

The following technique was accordingly worked out and 
has been applied in 12 cases. 

A right thoracotomy is made through the fourth inter- 
space, using a lateral incision extending anteriorly. This 
incision is long owing to the antero-posterior elongation of 
the chest, which is so commonly a feature of these patients. 

The pericardium is opened throughout its length in front 
of the phrenic nerve. A Crafoord’s clamp is placed on the 
right atrial appendage and a purse-string suture of linen 
thread is inserted distal to it. A piece of rubber tubing 
is slipped over the ends down to the atrial wall. An incision 
is made in the end of the appendage, and the left forefinger 
passed through it into the atrium, loosening the clamp at 
the same time. The purse-string is held taut around the 
finger and the piece of rubber tubing is clamped around the 
long ends of thread with a light pair of forceps so that a 
haemostatic seal is obtained. 

The septal defect is examined with the finger, and its 
size and its relation to the tricuspid and mitral valves and 
the pulmonary veins are assessed. The anterior edge of 
the defect is usually thickened and easily felt, but the 
posterior edge is often little more than a ridge. The size 
of the defect may appear larger than it actually is owing 
to a portion of the septum being of diaphanous consistency 
and practically impalpable. If possible any stenosis of the 
mitral valve should be estimated and an attempt made to 
relieve it. Rarely the right pulmonary veins may enter the 
right atrium, and if this condition is found any closure of 
the septal defect must be so designed that these veins enter 
the left atrium. 

The finger can now be removed from the atrium and the 
clamp on the appendage reapplied. 

If the defect is large an external Se@ndergaard suture is 
applied. Dissection of the groove between the two atria is 
usually not necessary, as a good temporary approximation 
of the edges of the defect can be attained without this 
added procedure. A suture of linen thread is anchored to 
the right ventricle below the atrio-ventricular groove. Both 
sutures are then brought together behind the superior and 
inferior cava respectively. The finger is reinserted into the 
atrium and the two external sutures are knotted by an 
assistant, the intra-atrial finger noting the size of the septal 
defect, and as soon as the walls are in apposition the sutures 
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are tied. If the opening is very wide it may not be POSsible 
to approximate the walls of the defect with the e 

sutures without danger of cutting into the atria, and 
these circumstances the sutures are tied as tight as is thought 
safe. The reduction in size of the defect will be Very cop. 
siderable and the second stage of the operation wif be 
rendered easier. In small defects—that is, 3 cm. or less— 
the external suture is unnecessary. 

With the forefinger of the left hand in the atrium the 
portion of the right atrium lying between the superior and 
the inferior vena cava can be approximated to the 
defect with the left thumb. The position in which to insert 
the sutures which will close and fix the outer wall Of the 
atrium over the defect and at the same time firmly approxi’ 
mate the edges will then become obvious. No. 30 linen 
thread mounted upon half-circle Mayo needles is ge 
double, and inserted first through the outer wall of th 
atrium and then the lower part of the septum. The Point 
of the néedle is now in the left atrium and is turned so tha 
it picks up a good piece of the upper part of the septum and 
comes out again through the outer wall of the right atrium 
close to the original point of entry (Fig. 3). It is pickeg 
up and the thread drawn through and tied by the assistan, 
the surgeon controlling the tension with the intra-atrigl 
finger. Further sutures are inserted at intervals of 5 mm, 
in the same position and gradually the defect is closed. The 
lower sutures will be medial to the inferior vena cava. The 
portion of right atrial space lost is quite small, but it is 
important to see that the upper and lowermost sutures do 
not encroach upon the venae cavae, and this point can be 
checked by inserting the intra-atrial finger into their orifices 
or noting any increased tension in palpating the vessel. ]t 
is important, when suturing the lowermost portion of the’ 
defect, that the electrocardiographic record is studied con- 
tinuously for evidence of any abnormality of heart action 
due to the malplacement of a suture affecting the bundle 
of His or the coronary sinus. No suture is tied tightly, 
as firm approximation of the structures is adequate and 
there is less likelihood of subsequent cutting out of the 
stitches. 

With a persistent ostium primum it may not be possible 
to close completely the last few millimetres above the mitral 
and tricuspid valves, but the size of the foramen left is 9 
small that it is unlikely to have any significant effect upon 
subsequent cardiac function. 

The amount of blood lost in the suturing procedure is 
surprisingly small and the heart tolerates the finger in the 
atrium for at least one hodr quite comfortably provided th 
myocardium is reasonably healthy. In hearts that have been 
in failure or otherwise demonstrated signs of severe strain, 
however, the toleration of intracardiac manipulation ’ 
reduced and there is a greater tendency to extrasystoles. 

Finally, the finger is removed from the right atrium, th 
Crafoord clamp reapplied, and the appendage sutured. Th 
external suture is left in place, for it is believed that it may 
relieve tension on the suture line in the septum during th 
post-operative phase and lead to sounder healing. 

The beneficial effect of closure of the atrial septal defect 
is immediately obvious in the less vigorous action of th 
heart and the reduced distension of the right atrium. 

The pericardium is loosely sutured and the chest closed 
with drainage. 
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Fic. 3.--Method of closus of atrial septal defect employed in the present series. 














‘a. The 
ut it is 
‘ures do 
can be 
Orifices 


ssel. It 


| Of the’ 


ed con- 
t action 
bundle 
tightly, 
ate and 
of the 


possible 
e mitral 
sft is s0 
ct upon 


edure is 
r in the 
ided the 
ave been 
e strain, 
ation is 
oles, 

jum, the 
od. Th 
t it may 
ring the 


il defect 
» of the 
n 


t closed 








Dec. 17, 1955 


ATRIAL SEPTAL DEFECTS 


MEDICAL JOURNAL 1467 





ee 


Anaesthesia 


Anaesthesia for the operation of closure of an atrial septal 
defect has presented no special difficulties. The technique 
has been based on an induction of anaesthesia with thiopen- 
tone, D-tubocurarine chloride, and pethidine, and mainten- 
ance with nitrous oxide. 

As in all cases exhibiting ventricular.strain, the desiderata 
are the early establishment of an infallible means of pul- 
monary ventilation with the use of minimal quantities of 
drugs that produce either a lowering of peripheral resistance 
or a reduction in the capacity of the myocardium to do 
work. Despite the effect of thiopentone on the myocardium 
we have considered that the rapid and smooth induction of 
anaesthesia by this drug justifies its use in children under- 
going this operation. It is also considered imperative that 
when intermittent positive-pressure breathing is established 
the positive pressure used should be minimal. There is 4 
high pulmonary blood flow, and in some cases a high pul- 
monary vascular resistance, which will be further increased 
if high inflation pressures are used. In order that adequate 
ventilation may be obtained with the use of low intermittent 
positive pressure it is essential that good muscular relaxa- 
tion be obtained. 

The patients are premedicated with morphine, 1/40 gr. 
per stone (0.25 mg. per kg.) of body weight, and with 
atropine. 

An intravenous infusion is set up pre-operatively, and on 
arrival in the theatre narcosis is induced with thiopentone. 
The dose of thiopentone is minimal and even in the younger 
children does not exceed 35 mg. per stone (5.5 mg. per kg.). 
This is followed by p-tubocurarine, 3 mg. per stone (0.47 mg. 
per kg.), and pethidine, 2 mg. per stone (0.31 mg. per kg.). 
Prior to intubation the patients were ventilated with a 75% 
and 25% mixture of nitrous oxide 


Case Reports 

Twelve patients, ten children and two adults, have been 
submitted to this surgical procedure. In only nine of these 
(Cases 1, 2, 4, 6, 7, 8, 9, 10, and 12) was an atrial septal 
defect diagnosed on clinical grounds, including radiological 
and electrocardiographic findings, alone. In the other three 
the provisional diagnoses were a septal defect, with pul- 
monary stenosis (Case 5); Eisenmenger’s complex (Case 3) ; 
and pulmonary hypertension of doubtful origin (Case 11). 
The presence of an atrial septal defect, however, was con- 
firmed before operation in eleven of the cases by cardiac 
catheterization, and in the. twelfth by angiocardiography. 
Catheterization also revealed pulmonary hypertension with 
systolic pressure over 40 mm. Hg in Cases 5, 9, and 11, and 
suggested it in a fourth in which the pulmonary artery was 
not catheterized but the right ventricular. systolic pressure 
was 53 mm. Hg. In Cases 2, 3, 6, 8, and 12 the systolic 
pressure in the pulmonary artery was less than 25 mm. Hg, 
in Case 1 the pressure measurements were inaccurate, and 
in Case 10 a sudden drop in systolic pressure at the pul- 
monary valve of 29 mm. Hg suggested pulmonary stenosis. 

Case 1.—Boy aged 12. Frequent bronchitis since infancy. 
Easily fatigued from the age of 5. Dyspnoea on exertion from 
the age of 8. X-ray: Cardiac enlargement and pulmonary 
plethora marked (Fig. 4 (A)). E.C.G.: Lead V,, rsR’, V.A.T. 
0.05 sec., QRS 0.08 sec. P, 4 mm., peaked (Fig. 5 (A)). Pro- 
visional diagnosis: Atrial septal defect and ventricular septal 
defect. Cardiac catheterization: Pulmonary artery pressure not 
accurately recorded ; superior vena cava—R.A. O, increase 35%. 
Operation: Ostium primum, 6 by 2 cm. (type 2 defect), almost 
completely closed with five sutures. Result: Systolic thrill ceased 
—immediate. Loud systolic and apical diastolic murmurs be- 
came soft—immediate. X-ray: R.A. contour less prominent— 
first day. General cardiac enlargement less and pulmonary 
plethora diminished—tenth week (Fig. 4 (B)). E.C.G.: P, smaller 





and oxygen for five minutes to en- 
sure full saturation with nitrous 
oxide before intubation. There- 
after anaesthesia is maintained by 
intermittent positive-pressure 
breathing with 50% nitrous oxide 
and oxygen, and supplementary 
doses of D-tubocurarine as indi- 
cated by increased resistance to 
inflation or a return of spon- 
taneous respiration. 

In no case has procaine or 
procainamide been used, as it is 
considered that both these drugs 
are contraindicated in the presence 
of right ventricular strain. Despite 
this, the only cardiac arrhythmias 
which have been observed, other 
than those associated with the in- 
sertion of sutures into the region 
of the conducting bundle, have 
been occasional extrasystoles and, 
in several cases, nodal rhythm, 
which was associated with pericardial traction and which 
reverted to normal after the injection of intravenous 
atropine. 

At the end of the operation spontaneous respiration is 
permitted to return, and the patient given intravenous 
atropine, 1/500 gr. per stone (0.02 mg. per kg.), followed by 
neostigmine, 0.5 mg. per stone (0.075 mg. per kg.). All 
recovered consciousness in the operating theatre. 

Occasionally, when a finger was in the right atrium an 
increase in venous pressure was indicated by a slowing 
of the intravenous infusion, a fall in blood pressure, 
and reduction in the voltage of the E.C.G. These effects 
are presumed to result from the reduced cardiac output 
due to deficient filling of the atrium whilst the finger is 
in situ. 

With the exception of Cases 2 and 5 there were no major 
Post-operative pulmonary complications. 


A 





Fic. 4.—Radiographs, Case 1. 
ing decrease in size of heart and in pulmonary vascularity. 








A, Pre-operative. B, 10 weeks after operation, show- 






























































: smaller bifid P 
waves in Lead II and changes in T waves following operation. 


Fic. 5.—Case 1. Electrocardiograms showin 


A, Before operation. B, After operation. 
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and bifid, R.V. dominance less—tenth week (Fig. 5 (B)). T-. 
inverted for 14 weeks, upright at eight months. Dyspnoea on 
exertion less—tenth week. Dyspnoea on exertion still diminishing 
—eighth month. Had first winter since birth without bronchitis. 
Follow-up eight months. 

Case 2.—Girl aged 16. Mentally retarded. Dyspnoea probable 
from age of 2 years, Could run 25 yds. at 15. Lymphangiectasia 
of left leg. X-ray: Cardiac enlargement moderate; pulmonary 
plethora moderate. E.C.G.: Lead V,R, rsR’, V.A.T. 0.04 sec., 
QRS 0.09 sec. P, 3 mm., peaked. Provisional diagnosis: Atrial 
septal defect. Cardiac catheterization: Pulmonary artery pressure 
18/11 mm. Hg; superior vena cava—R.A. O, increase 17%. 
Operation: Ostium primum, 2 by 1.2 cm.; ostium secundum, 1.5 
by 1 em. (type 3 defect). Ostium secundum completely closed 
and ostium primum partly closed with two sutures. Result: 
Moderately loud systolic murmur became very soft on first day 
(Fig. 6). Right chylothorax from seventh day, persisting at eighth 
month. Chylothorax associated with mediastinal lymphangi- 
ectasia. Follow-up, eight months. 

















A B 
_ Phonocardiograms showing cessation of systolic 
murmur (SM) in pulmonary area (PA) following operation. 


Fic. 6.—Case 2. 


A, Before operation. B, After operation. 

Case 3.—Girl aged 104. No symptoms. X-ray: Cardiac en- 
largemtent moderate; pulmonary plethora moderate. E.C.G.: 
Lead V,R, rsR’S’, V.A.T. 0.05 sec., QRS 0.07 sec. P,.3 mm., 
peaked. Provisional diagnosis: Eisenmenger’s complex. Cardiac 
catheterization: Pulmonary artery pressure 15/10 mm. Hg; 
superior vena cava—R.A. O, increase 19%. Operation: Atrial 
septum very thin; ostium secundum, 2 by 1.5 cm. (type 5 defect), 
completely closed with two sutures. Result: Loud systolic 
murmur became softer—tenth day. X-ray: Pulmonary arc and 
pulmonary plethora slightly less—sixth week. Exercige tolerance 
unchanged. Follow-up, 15 weeks. 

Case 4.—Girl aged 13. Dyspnoea and slight cyanosis of lips 
and extremities on extreme exertion, and easily tired, from 10 
years of age. X-ray: Cardiac enlargement moderate; pulmonary 
plethora moderate. E.C.G.: Lead V,, rsR’, V.A.T. 0.07 sec., 
QRS 0.08 sec. P, 3 mm., peaked. Provisional diagnosis: Atrial 
septal defect. Cardiac catheterization: Pulmonary artery not 
catheterized ; R.V. pressure 55/0 mm. Hg; superior vena cava— 
R.A. O, increase 15%. Qperation: Ostium secundum, 4 by 3 cm. 
(type 5 defect), almost completely closed with three sutures. 
Lowest suture caused transient a-v dissociation. Result: Con- 
valescence uneventful for six days. Loud systolic murmur and 
thrill less marked—sixth day. Hepatic enlargement—sixth day. 
Collapsing pulse. B.P. 170/50—sixteenth day. Death—seventh 
week. Necropsy: Aortico-atrial fistula caused by suture. 

Case 5.—Girl aged 74. Dyspnoea on exertion from 24 years. 
At 7 years could run 40 yds. Recurrent bronchitis with pneu- 
monia once a year since infancy. Bronchiectasis of left lower lobe. 
X-ray: Cardiac enlargement marked; pulmonary plethora 
moderate. E.C.G.: Lead V,, rR’s, V.A.T. 0.05 sec., QRS 
0.09 sec. P, 3 mm., peaked. Cardiac catheterization: Pulmonary 
artery pressure 42/14 mm. Hg; superior vena cava—R.A. O, in- 
crease 19%. Provisional diagnosis: Septal defect and pulmonary 
stenosis. Operation: Ostium secundum, 4 by 2 cm. (type 5 
defect); right pulmonary veins entering right atrium; defect al- 
most completely closed and pulmonary veins incorporated into 
left atrium by three sutures between anterior margin of defect 
and atrial wall anterior to pulmonary veins. Result: Transient 
pneumonitis. E.C.G.: P, smaller—fourth day. X-ray: R.A. 
contour less prominent and pulmonary plethora less—fourth 
week. Dyspnoea on exertion less; less easily tired—fourteenth 
week. Follow-up, 21 weeks. 


Case 6.—Boy aged 74. Dyspnoea on exertion from 64 years 
Congestive cardiac failure at 7 years which responded to digital. 


ization. X-ray: Cardiac enlargement marked; Imonary 
plethora moderate. E.C.G.: Lead V,, 1R’s, V.A.T. 0.97 
QRS 0.10 sec. P, 3.5 mm., peaked. Provisional diagnoa? 


Atrial septal defect. Cardiac catheterization: Pulmonary 
pressure 22/12 mm. Hg; superior vena cava—R.A. O, j 
15%. Operation: Ostium primum, 4 by 2 cm. (type 2 
almost completely closed with four sutures. Result: 
systolic murmur became very soft—immediate. Apex beat 

less forceful during first three weeks. X-ray: R.A. Contour jeg 
prominent—immediate. E.C.G.: P, smaller—sixth day, st V 
depression marked—sixth day. s-t V, depression almost normal 
—fourteenth week. Digoxin stopped on sixteenth day. 

on exertion much less—twelfth week; normal at five Months, 
though still easily tired. Follow-up, five months. 

Case 7.—Girl aged 16}. Dyspnoea on exertion since age of jj 
Congestive cardiac failure relieved by digoxin at 13. Digitalizs. 
tion maintained until 164 years, when unable to run or walk 
uphill without extreme dyspnoea. X-ray: Cardiac en 
marked ; pulmonary plethora moderate. E.C.G.: Lead Vi aR 
R 22 mm., QRS 0.08 sec. P, 3.5 mm., peaked. Provisional diag. 
nosis: Lutembacher’s syndrome. Angiocardiography: right-o. 
left shunt through atrial septal defect. Operation: - Defect § 

5 cm., replacing almost whole septum (type 1 defect). Closure 
impossible. Mitral regurgitation but no stenosis. Result: Cop. 
dition unchanged at sixth week. 

Case 8.—Woman aged 22. Exercise tolerance normal. X-tay: 
Cardiac enlargement slight. Hilar vessels very prominent, 
Peripheral pulmonary plethora moderate. E.C.G.: Lead HI, RR’, 
V.A.T. 0.05 sec., QRS 0.10 sec. P, 2.5 mm. Provisional 
diagnosis: Atrial septal defect. Cardiac catheterization: Py. 
monary artery pressure, mean 10 mm. Hg; R.A. high—R.A, mid 
O, increase 14%. Operation: Ostium primum, 5 by 3 cm. (typ 
2 defect), almost completely closed with four sutures. Result: 
Loud systolic murmur became soft—immediate. X-ray: 
contour less prominent. Pulmonary plethora slightly diminished 
—-sixth week. Pulmonary plethora further diminished—fifteenth 
week. E.C.G.: P, smaller (1.5 mm.}—fourteenth day. Exercise 
tolerance unchanged. Follow-up, 15 weeks. 

Case 9.—Woman aged 35. Increasing dyspnoea on exertion, 
effort angina, occasional haemoptysis, and oedema of feet from 
age 31. X-ray: Cardiac enlargement and pulmonary plethon 
marked. E.C.G.: Lead III, rR’S, V.A.T. 0.05 sec., QRS 0.17 sec. 
P, 3.5 mm., peaked. Provisional diagnosis: Atrial septal defect, 
Cardiac catheterization: Pulmonary artery pressure 63/30 mm. 
Hg; superior vena cava—R.A. O, increase 14%. Operation: 
Ostium secundum, 6 by 4 cm. (type 5 defect), partly closed with 
one suture. Result: Condition satisfactory until sudden death 
18 hours after operation. Necropsy: Ostium secundum incom 
pletely closed by suture; marked sclerosis of pulmonary vessels; 
thrombosis of right middle cerebral artery; pulmonary oedem 
and collapse. 

Case 10.—Boy aged 15. Cyanosis on exertion and easily tired 
since birth. Dyspnoea on exertion since 18 months. Att 15 year 
could run 50 yds. and walk any distance. X-ray: Cardiac en 
largement slight; pulmonary plethora moderate. E.C.G.: Lead 
V.R, rSR’, V.A.T. 0.06 sec., QRS 0.10 sec. P, 2.5 mm. Pro 
visional diagnosis: Atrial septal defect and pulmonary stenosis 
Cardiac catheterization: Pulmonary artery pressure 11/8 mm 
Hg; R.V. pressure 44/0 mm. Hg; superior vena cava—R.A. 0, 
increase 15%. Operation: Ostium secundum, 5 by 2 cm. (typ 
5 defect). Right superior pulmonary vein entering superior vem 
cava. Thrill in pulmonary artery suggesting organic pulmonary 
stenosis, but no post-stenotic dilatation of artery. Defect almost 
completely closed with four sutures. Result: Systolic thrill and 
loud murmur diminished—second day. Dyspnoea less. - Runs 
150 yds.—fourth week. X-ray: Cardiac enlargement slightly 
increased, pulmonary plethora unchanged—fifth and ninth weeks 
Follow-up, nine weeks. 

Case 11.—Boy aged 84. Frequent bronchitis and easily tired 
since whooping-cough at 3 years of age. Dyspnoea on exertion 
from 5 years. At 8$ could run 30 yds. or walk slowly for ball 
a mile. X-ray: Cardiac enlargement slight; pulmonary plethon 
moderate. E.C.G.: Lead V,R, rsR’, R’ 22 mm., V.A.T. 0.05 sec, 
QRS 0.08 sec. P, 2 mm. Provisional diagnosis: Pulmonary 
hypertension. Cardiac catheterization: Pulmonary artery pressure 
80/40 mm. Hg; superior vena cava—R.A. O, increase 
Operation: Ostium secundum, 2.5 by 2 cm. (type 5 defect), com 
pletely closed with two sutures. Results: Moderately loud 
systolic murmur became very soft—first day. X-ray: R.A. coh 
tour less prominent—first day. Pulmonary plethora slightly 
diminished—thirteenth day. Cardiac enlargement slightly 
creased—seventh week. E.C.G.: Tv, inversion increased Wi 
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s-t depression increased. Tv, formerly upright, inverted—seventh there was associated pulmonary stenosis ; the pulmonary arc 
week. Exercise tolerance unchanged. Palpitation increased. has become smaller in three cases and pulmonary vascularity 


Follow-up, seven weeks. 

Case 12.—Boy aged 13 years 11 months. Easily tired and 
slight occasional peripheral cyanosis since pneumonia at 2 years 
of age. At 13 years and 11 months, dyspnoea on prolonged 
exertion only. Frequent epistaxis since birth. X-ray: Cardiac 
enlargement slight ; pulmonary plethora moderate. E.C.G.: Lead 
V,, rsr’r’, V-A.T. 0.07 sec., QRS 0.08 sec. P, 1.5 mm. Cardiac 
catheterization : Pulmonary artery pressure ? 23/7 mm. Hg (re- 
cording doubtful); superior vena cava—R.A. O, increase 18%. 
Operation : Ostium secundum, 5 by 2.5 cm. (type 5 defect), closed 
with four sutures. Result : Moderately loud systolic murmur be- 
came very soft—third day. Apical mid-diastolic murmur ceased— 
seventeenth day. X-ray: Pulmonary vascularity diminished— 
sixteenth day. Dyspnoea and tiredness less—fourth week. 


Follow-up, six weeks. 
Discussion 

Twelve patients have been operated upon. In one case, 
with a common atrium (Case 7), no closure was attempted. 
In the remaining 11 the procedure described above was 
undertaken. Surgical closure of the defect as judged by the 
exploring finger at the end of the operation was thought 
to be complete or almost complete in 10 of these. Complete 
closure of those defects which approach the atrio-ventricular 
valves was limited by interference with the conduction 
mechanism as indicated by the electrocardiographic control. 
Two of the 11 died in the post-operative period. 

Of the two fatal cases, one (Case 9) was that of a woman 
aged 35 who had had recurrent attacks of failure over a 
period of four years and had developed cyanosis, suggesting 
some reversal of the shunt. The right atrium was very large, 
the defect measured 6 by 4 cm., and there was marked 
sclerosis of the pulmonary vessels. The suturing appeared 
only partially effective and recovery was satisfactory for 
18 hours, when sudden death occurred. At necropsy, 
occlusion of the right middle cerebral artery was found, but 
the cause of death was thought to be of cardiac origin. This 
was an unfavourable case for operation, and supports the 
view that prolonged procedures are not well tolerated on 
hearts that have been in failure. Two of the other cases 
in this series had been in failure, but for shorter periods, and 
their comparative youth probably enabled them to tolerate 
the operation. 

The second fatality was due to a technical error during 
the operation. The defect was a large one, the anterior 
portion of the septum was narrow, and one of the stitches 
was inserted through an aortic sinus. Six days later the 
patient's liver enlarged and shortly after that her pulse be- 
came collapsing. A superficial to-and-fro murmur became 
audible over the base of the heart, and, although the possi- 
bility of an aortico-atrial fistula was considered, it was 
thought improbable. as the murmur was atypical. Death 
took place five weeks later following an exploratory opera- 
tion, and necropsy revealed the presence of such a fistula 
and that the greatly raised atrial pressure had torn out the 
remaining sutures. 

One patient developed a chylothorax which has persisted 
for nine months after operation. She had a congenital 
lymphangiectasia of the left leg, and it is thought that there 
may have been abnormal lymphatic channels in the media- 
stinum, some of which may have been damaged at the time 
of the operation. No exposure or operative procedure was 
undertaken anywhere near the normal position of the 
thoracic ducts. 

The remaining nine have been observed for periods vary- 
ing from six weeks to eleven months. Exercise tolerance 
has improved in four of the seven patients in whom it was 
previously reduced ; in two of these (Cases 11 and 12) the 
period of observation is too short for this factor to be 
assessed. The systolic murmur in the pulmonary area has 
ceased or become softer in eight of the nine cases, suggest- 
Ing a reduced blood flow through the pulmonary artery. 
Cardiac enlargement on x-ray examination has become less 
in four cases, but has increased slightly in the case in which 


‘has diminished in seven. 


The P wave in lead II of the 
electrocardiogram has decreased in size in four cases. 

In these nine patients, therefore, the procedure appears to 
have achieved immediate satisfactory closure of the defect. 
Whether such closure is permanent will of course be learned 
only after a longer period of observation and by repeating 
cardiac catheterization after a sufficient interval. 


If it is accepted that a cardiovascular abnormality is likely 
to shorten life and a reasonably safe operation will correct 
the defect, then that operation should be undertaken as 
early as possible even in the asymptomatic stage. This 
principle is now generally accepted in the treatment of patent 
ductus arteriosus, coarctation of the aorta, and pulmonary 
stenosis. We believe it should apply with even greater force 
to cases of atrial septal defect where, in addition to increas- 
ing strain on the cardiac musculature, the progressive en- 
largement of the right atrium appears to result in an increase 
in the size of the defect and the difficulties of closure. 


Summary 

The embryology and clinical features of atrial septal 
defects are reviewed. 

Twelve cases have been explored and in 11 closure 
was attempted. Two patients died. In nine cases the 
defect was sutured. 

Closure was undertaken by a direct suture of the 
defect, including the portion of the atrial wall between 
the two venae cavae. Tactile control of the suturing 
is maintained by a finger in the right atrium. 

Results suggest that in an ostium secundum complete 
closure may be expected. Closure by suture of an ostium 
primum is apt to produce damage to the conduction 
bundle, but a partial closure can bring great clinical 
improvement. 

It is advisable to undertake surgical treatment before 
severe symptoms and failure have supervened. 

Standard forms of anaesthesia only are required. 

A description is given of the cases so far treated, with 
follow-up. 


ADDENDUM.—Since this article was written four further cases 
have been operated upon by this method, with success. One 
patient had a coincidental open pulmonary valvotomy for 
pulmonary stenosis. 
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INTRACARDIAC SURGERY* 


BY 


T. HOLMES SELLORS, D.M., M.Ch., F.R.C.S. 
Thoracic Surgeon, Middlesex Hospital 


The interior of the heart is one of the last recesses in 
the body to be explored by the surgeon, and it is only 
in very recent years that intracardiac operations have 
had any practical application in the treatment of cardio- 
vascular disease. The magnificent isolated endeavours 
of Souttar, Duval, Doyen, and Tuffier belong to the 
realm of surgical history, but little was achieved until 
the forces of war accelerated the development of this 
particular branch, which otherwise would have pro- 
gressed much more slowly. The achievement of Dwight 
Harken, who successfully removed 14 missiles from the 
heart itself, can be regarded as an example of the type 
of impetus that heart surgery received, and at the same 
time there was the corresponding evolution of the sur- 
gery of great vessels, whose technique has much in com- 
mon with intracardiac work. The practical foundation 
for this branch lay as much as anything in the hands of 
thoracic surgeons and anaesihetists who were accus- 
tomed to perform thoracotomy and to manage its after- 
treatment, and, indeed, in Great Britain heart surgery is 
chiefly carried out by thoracic surgeons rather than by 
specialists in the cardiovascular system. 

Apart from actual technique, the success of intracardiac 
surgery depends on detailed and careful pre-operative 
assessment and the most careful post-operative manage- 
ment. In addition, special measures have to be employed 
in treating some forms of cardiac defects. I refer to hypo- 
thermia and to extracorporeal heart-lung methods. My 
own experience in these methods has been limited to cool- 
ing techniques, which have met the situation adequately. 
Either method or a combination of both enables the 
heart to be excluded from the normal circulation for a 
period of 10 to 15 minutes, thus allowing the surgeon to 
make a deliberate incision into the heart and to repair 
defects or abnormalities under direct vision. At the 
present time publicity is directed more towards the 
successes of such operations than towards the failures, 
and there still remain a number of problems to be 
solved before these procedures can have a widespread 
application. 

Preliminary Measures 

Prior io any intracardiac procedure a full clinical and 
radiological study yields a great deal of information, and 
this is often supplemented by cardiac catheterization or 
angiocardiography. In spite of all the investigations per- 
formed, often the final verdict can only be given when the 
heart is directly inspected at thoracotomy after incision of 
the pericardium. Sometimes these findings differ from the 
clinical diagnosis and may cause the surgeon to alter his 
plan for operation. Direct inspection of the heart will 
reveal the presence and distribution of abnormal vessels 
or dilatations and abnormalities of the heart chambers. 
Proceeding further, palpation of the surface of the heart 
may accurately define the site of a thrill or murmur, and 
it has been my practice to use a sterile stethoscope directly 
on the heart surface so as to ensure accurate location of 
abnormal sounds. It was this, for example, that enabled us 
to state that the maximum intensity of the Gibson murmur 
in persistent ductus arteriosus was not over the ductus itself, 
but several centimetres lower down in the dilated common 
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pulmonary artery. Another important observation is thy 
the intensity and vibration-frequency of a murmur bear 
little relation to the degree of stenosis or regurgitation, In 
mitral insufficiency, for example, a smail jet of blood ip. 
pinging on the lateral wall of the dilated auricle is mug 
more audible than a considerably larger reflux moving jg 
another axis. 

Another important step is the recording of the pressup 
gradients in various parts of the heart. This can be done 
through a short needle attached to a pressure-recordj 
circuit, which in its simplest form is a saline manometer, 
The puncture point bleeds as the needle is withdrawn, by 
rarely gives rise to trouble, though a haematoma of appre. 
ciable size will sometimes develop under the adventitia of 
the pulmonary artery and aorta. To avoid the necessity 
of making multiple punctures a small cardiac catheter cap 
be introduced into the heart and the pressure changes ar 
recorded as the catheter is guided along the appropriate 
outflow tract. This is of value in different:ating between ay 
infundibular or a valvular obstruction in the case of py 
monary stenosis, and in observing the changes obtained 
before and after valvotomy. 


Control of Bleeding 


It is possible to carry out intracardiac manipulation 
within the chambers of the heart only if there is adequate 
control of bleeding. The possibilities of working on a 
“ dry ” heart have already been mentioned, and if the venae 
cavae and right azygos vein are obstructed no blood retums 
to the heart, apart from the flow from coronary veins, which 
in actual practice is more voluminous than might be sup 
posed. But, as has been said, such a procedure is possible 
only if artificial methods or hypothermia are used. The 
most common procedure is to introduce an instrument or 
finger into the heart or great vessel, using a comparatively 
simple method to prevent too great a loss of blood. The 
auricle appendages are particularly suitable ports of entry 
into the heart, since the appendix can be lightly held ina 
clamp while an incision is made into its tip. A finger is 
introduced as the clamp is released, and the appendix forms 
a cuff that fits accurately enough to prevent loss of blood. 
On removal of the finger or instrument the appendix is 
clamped again and the incision closed by simple suture, 

In the absence of an appendix or any projection which 
can be used as a sleeve or cuff, a purse-string suture can 
be placed round the site of entry and held tight witha 
tourniquet during manipulation and after the finger ha 
been withdrawn. An incision into the auricle that is com 
trolled in this way does not usually present any difficulty, 
but the same cannot be said for openings made into the 
ventricles. Here, partly because of the higher pressures and 
partly because of the difficulty in suturing the myocardium, 
the position is not so straightforward. If a small incision 
suitable for taking a valvotome or dilator is made into the 
ventricle, bleeding can be controlled by digital pressur 
while a stitch is passed under the finger, through the edges 
af the wound, which are brought together just tight enough 
to obtain approximation. 

The relative absence of connective tissue in the heat 
accounts for the fact that sutures inserted into the ventricle 
easily cut out, and if the myocardium is diseased or & 
generate the closure of even a small wound may be ass 
ciated with torrential blood loss, and this is further asso 
ciated with the possible danger of ventricular fibrillation 
In general, a small incision in the ventricle muscle can b 
closed without too much difficulty, but if a large instr 
ment or a finger is introduced the problem is much greatet 
A purse-string suture round the incision site and held by 
a Rumel tourniquet has undoubtedly simplified the surgeots 
task in many instances, but it does not obviate all the diff 
culties of suture and control of a large-sized opening. Th 
use of haemostatic agents, strips of pericardium and m 
and even pieces of costal cartilage are improvisations that 
sometimes have to be resorted to in addition to sutures. 
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Entry into the Heart 


If careful preparation is made and there is no technical 
error, entry into the heart by an instrument and its safe 
recovery are possible, and valvotomes, expanding dilators, 
and punches are all used in overcoming intracardiac ob- 
structions. The advantage of a finger over an instrument is 
considerable, and there is no doubt that the success of 
mitral valvotomies can be largely attributed to this cause. 
If, however, any error or defect occurs in the technical 
methods a potential major disaster immediately arises. For 
example, a purse-string suture which tears out or a clamp 
wuich slips will lead to catastrophic blood loss unless the 
opening is immediately controlled. Preparations for massive 
blood transfusions should always be available, and if a 
sudden haemorrhage occurs blood should be pumped in at 
a rate of almost pints a minute. Transfusions totalling 10 
pints (5.7 litres), and even 15 pints (8.5 litres), are not un- 
known in intracardiac work, but so long as blood loss is 
quickly replaced the coronary and cerebral circulations can 
be maintained at an adequate level. 

Ventricular fibrillation is the most dangerous of all 
arrhythmias occurring as a result of manipulation. Its 
probable cause is anoxia in the coronary vessels, which may 
be produced locally by obstructing a valvular orifice or fol- 
jowing a large haemorrhage. This complication is most 
common during aortic valvotomy, but prompt action may 
restore the heart to normal sinus rhythm. Once the heart 
beat starts to flag it is essential to maintain an adequate 
pulse by cardiac massage, If after a period of massage 
fibrillation does not stop spontaneously the heart muscle 
fibres can be brought to a standstill by the use of a powerful 
electrical shock induced by an apparatus called a defibril- 
lator. Cardiac massage is then continued until a normal 
rhythm is restored. A variety of drugs, such as procaine, 
calcium chloride, and neostigmine, can be injected into the 
heart, but the most effective agent that we have used is 
adrenaline, which usually strengthens a feeble but normal 
beat, but which should not, however, be used in a failing 
heart if fibrillation is thought to be imminent. 


The instruments used in cardiac surgery require the highest 
standards of craftsmanship. They must be powerful, yet 
as fine and delicate as possible. Massive instruments mean 
large incisions, and the only large instrument which has 
advantages over all the others is the finger. Prostheses and 
various plastic appliances have been inserted into the heart 
to replace valves or to prevent regurgitation as well as to 
close defects, and though good results have been claimed 
it is by no means certain that these foreign materials will be 
tolerated indefinitely. The tendency of British surgeons is 
to avoid their use. 


Some of the Conditions Treated 


Details of intracardiac operations vary from surgeon to 
surgeon, though the outlines are usually similar. Stenosed 
valves can be cut, split, or dilated ; incompetent channels 
can occasionally be corrected ; and abnormal openings be- 
tween the heart chambers can be closed. Of the individual 
lesions which are commonly treated, mitral stenosis and 
pulmonary stenosis are the most satisfactory examples. Next 
comes aortic stenosis, for which a considerable degree of 
success has been achieved, followed by the repair of inter- 
auricular defects. Lastly, there is the alleviation of aortic 
and mitral regurgitation, but in this last group the methods 
used are varied and the results are not entirely satisfactory. 
In addition to these examples there are a number of other 
conditions such as ball thrombi, foreign bodies, and benign 


tumours, which can be removed surgically. 


_ The post-operative course of an intracardiac operation 
is not unduly complicated. The risk of embolism is present 
if any clot or calcium fragment is dislodged during mani- 
pulation, or if air enters the heart at any stage. Reactionary 
or delayed haemorrhage is not common, and if the 
Pericardial sac drains into the pleural cavity, tamponade 
is virtually unknown. It is rare for the heart to show signs 


of failure after operation, though difficulties occurring dur- 
ing the actual procedure may have been considerable. 
Arrhythmias may occur during the post-operative phase, 
but these usually can be remedied. In the post-operative 
assessment there is always a certain amount of difficulty in 
discounting the degree of euphoria which the patients enjoy 
in the knowledge that the operation has been successfully 
completed : indeed, in cases in which little or nothing has 
been achieved the functional improvement may be consider- 
able. , 

A short account of some of the accepted operations on 
the heart serves to elaborate principles which have already 
been laid down. 

Mitral Stenosis 


Mitral valvotomy is the most commonly performed oper- 
ation in heart surgery, and is practised when the brunt of 
the rheumatic process falls on the mitral valve and produces 
a narrowing. It is possible to split or cut the fused margin 
(or commissures) and, if not to restore an anatomically per- 
fect valve, to provide a much larger blood channel. Because 
the valve does not close perfectly some degree of regurgita- 
tion is associated with the stenosis, but in cases where 
stenosis is predominant the operation succeeds because a 
larger flow of blood enters the left ventricle and the pres- 
sure in the pulmonary circuit is relieved, 

The selection of patients suitable for surgery is often 
difficult. The factors that have to be weighed up include 
age, damage in the heart muscle, disturbances of rhythm, 
involvement of other valves, and a history of embolism. 
The operation should not be performed if there is a recent 
history of rheumatic activity which might lead to further 
endocarditis. From the clinical aspect progressive disability, 
recurring bronchitis, and nocturnal dyspnoea are among the 
major indications for operation. 

The operation consists in entering the index finger through 
the left auricular appendix, which acts as a cuff and prevents 
loss of blood. If this appendix is too small or is thromb- 
osed, the finger can be passed through a purse-string suture 
inserted in the lateral wall of the auricle. The tip of the 
finger can gauge the size and position of the stenosis and 
the degree of regurgitation, if any. The commissures are 
split in an antero-lateral and postero-medial direction by 
forcible pressure with the side of the finger, but if the valve 
is too stiff or rigid a knife-like instrument attached to the 
finger can be used. When the finger is removed a light 
clamp is placed across the appendix and a simple suture 
closes the opening into the auricle. The loss of blood in 
most cases is minimal, and a satisfactory valvotomy leads 
to immediate improvement. 

The hazards of this operation are not great ; the mortality 
is low (5% or less), the complications are not excessive in 
number, and there is a high proportion of good results. 
There has been some suggestion that the stenosis may 
recur; this is certainly so if there is a recrudescence of 
rheumatic activity, but where an adequate operation has 
been performed this risk is small. 


Pulmonary Stenosis 


Transventricular valvotomy for pulmonary stenosis was 
among the earliest intracardiac operations. Stenosis at the 
valve occurs either as an isolated Jesion or as an entity in 
Fallot’s tetralogy. The valve which is dome-like with a 
small aperture is divided and dilated, with the result that 
the pulmonary circulation t®en receives an adequate flow 
of blood from the right heart, The tran$ventricular approach 
is made through the wall of the infundibulum with the 
instruments working along the outflow tract. Alternatively, 
the valve can be reached by passing instruments through 
the left pulmonary artery in a retrograde manner towards 
the right ventricle. Obstruction to the pulmonary circula- 
tion during manipulation is not as important as is the 
interference of the circulation in mitral or aortic stenosis. 

If there is a thin or narrow infundibular stenosis, causing 
obstruction of the pulmonary circuit, the septum can be 





1472 Dec. 17, 1955 


punched out by a special instrument passed in the same way 
as a valvotome or dilator. The opening into the ventricle 
is controlled by a purse-string suture or, in the case of 
children, by finger, and one or two sutures suffice to make 
a satisfactory closure, It is important to ensure that the 
narrowing has been effectively dilated by checking the pres- 
sure gradients. It is easy to dilate an elastic obstruction 
temporarily and for the stenosis to recur if it has not been 
properly opened. 

In general the results of the operation are satisfactory, 
but they depend on the severity of the symptoms before 
operation and on the age and general condition of the 
patient. Recently, good results have been obtained by 
incising the pulmonary outflow tract under hypothermia 
and then dividing the obstructing structures under direct 
vision. In this, as in all valvotomies for stenosis, there is 
a theoretical risk of regurgitation, but there are few cases 
in which reflux has been significant. 


Aortic Stenosis 

Aortic stenosis affords a more difficult problem than 
mitral stenosis, with which it is associated on many 
occasions. The stenosis is commonly said to be of rheu- 
matic origin, and the valve undergoes fusion of the com- 
missures with distortion of the opening, which is narrowed 
so that there is only a limited output into the aorta and a 
progressive hypertrophy of the left ventricle. There are 
some instances in which the sfenosis is of congenital origin, 
and others in which degenerative arteriosclerotic changes 
produce a rigid, calcified, and distorted valve. In this latter 
group the age of the patient and the poor state of the 
cardiovascular system make surgery problematic. The ap- 
proach to the aortic valve can be made through the anterior 
wall of the left ventricle or, in a retrograde manner, through 
the wall of the ascending aorta. The former is more popu- 
lar, though there are advantages in the other method. 

The pathological changes in the valve make it difficult 
to ensure a splitting of the commissures, and in most cases 
a successful operation is achieved by rupturing the hard 
ring with a valvotome or dilator. It is difficult on occasions 
to find the opening, and instances of false passages and even 
perforation of the aorta have occurred. The incision into 
the ventricle is controlled by a purse-string suture, but 
the soft muscle wall is easily cut through, and severe hae- 
morrhage may follow. The other problem encountered 
during the operation is ventricular fibrillation, which results 
if the coronary blood supply becomes inadequate as a result 
of obstructing the aorta during manipulation. 

The mortality for the operation is two to three times as 
great as that for mitral stenosis, and the results, though 
occasionally gratifying, are not routinely successful. 


Interauricular Septal Defects 

Many communications between the auricles have little 
clinical significance, but the potential shunt from the left 
to the right side produces a progressive strain on the right 
heart, which causes gross dilatation of the pulmonary 
vessels. If the septal defect is due to failure of the septum 
primum to close, the technical difficulties are considerable, 
and possibly insuperable, because there may be no lower 
edge. A septum secundum is, however, more suitable in 
size and position for operative closure. The choice of 
operation is varied and there is no set procedure. The 
operation can best be determined when the exact size and 
position of the defect has bees established by feeling it with 
the finger passed through the appendix of the right auricle. 
At the present time surgery is indicated when there is pro- 
gressive enlargement of the right heart or if the patient's 
symptoms merit intervention. 

There are three main types of operation, which briefly 
can be described as follows: 

Direct Suture—If the operation is to be performed under 
open vision, hypothermia or an artificial heart-lung is neces- 
sary. The venae cavae and the azygos are temporarily 
occluded while the wal! of the auricle is incised. The defect 
can be closed by direct suture if it is not more than 2 to 
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3 cm. in diameter. The use of plates. or membranes of 
plastic material for closing a larger opening has been carried 
out, but the fate of the prosthesis is problematic, A modi- 
fication of the direct vision is to attach a plastic welf or 
funnel to an opening in the auricle wall ; blood rises in the 
well without overflowing and sutures are applied by touch 
and feel. ; 

External Closure.—Posteriorly, between the auricles there 
is a plane in which dissection can safely be made into the 
septum. If a finger is passed into the auricle the dissection 
can be guided up to the posterior limit of the defect, A 
suture is then passed into the upper edge of the sept 
thence through its anterior and inferior limits to be tied 
in the posterior plane of dissection. Once the orifice has 
been closed the reduction of pressure allows the edges to 
approximate more easily. 

Invagination of Auricle Wall.—The greatly dilated wall 
of the right auricle can be pressed against the septal Opening 
and sutured round its edges. This is carried out using a 
finger within the auricle and suturing from outside. 4 
“doughnut” effect is produced without obstructing the 
venous entry to the heart, 

The choice of operation depends very much on the cir. 
cumstance of the individual case, and a rapidly increasing 
number of successes are being reported. 


Mitral Regurgitation 

Clinical mitral regurgitation is often associated with some 
degree of mitral stenosis, and in some cases regurgitation 
can be improved by performing a valvotomy and thus 
allowing the valve cusps to have a more normal action ip 
closure. Wherever there is gross destruction as a result 
of ulcerative valvitis there will be a deficiency that can only 
be made worse by commissurotomy. The reflux occurs ip 
the posterior part of the valve and may be exaggerated by 
enlargement of the mitral ring when the heart is enlarged, 

There have been many attempts at operative correction 
of what is a serious valve lesion, but up to the present there 
has been no uniformly successful operation. Sutures and 
graft materials placed across the posterior gap have been 
used as well as attempts to reduce the size of the mitral 
ring by plicating sutures. Slings of pericardium placed be 
low the valve have not achieved any measure of success, 
as they atrophy and lose substance in the course of time, 
Plastic baffles and spindles have been placed below the 
valve opening, fixed so that they are thrust against the 
defect during ventricular systole, but, as has been indicated, 
the results are not wholly satisfactory. 


Aortic Regurgitation 

Reflux through a rigid opening in a stenosed aortic valve 
throws an additional strain on the left heart. This is oftes 
associated with some degree of stenosis, and operative cor 
rection of this lesion is based on trying to insert a no® 
return valve as close as possible to the aortic annulih 
Various plastic appliances have been used with. successfil 
results in the early stages, and more recently an attempt ® 
narrow the aortic annulus has been made in an endeavour 
to correct the functional insufficiency produced by a dilated 
aorta. 

In spite of some successes the results of surgery in aortit 
regurgitation are not generally satisfactory. 


Interventricular Septal Defects 

The closure of abnormal openings between the ventricles 
can be achieved only by direct approach, which meat 
hypothermia or an artificial heart-lung. When the problem 
associated with these measures have been solved, then i 
will be possible to correct the septal defect in a case @ 
Fallot’s tetralogy at the same time as relieving the pu 
monary stenosis, This has already been done on som 
occasions with success, 


Summary 
Though surgery on the interior of the heart is a recesl 
development it has become increasingly important in the 
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last year or So. It has been established that the risks 
are not great, and that the results are good in many pro- 
cedures. 

The assessment and selection of patients for surgery 
involve special investigations and are the outcome of 
co-operation between the cardiologist and surgeon. 

Any approach to the interior of the heart has to be 
considered in relation to the control of bleeding. The 
appendices of the auricles constitute a ready means 
of access and control which is not available in the 
ventricles. 

Hypothermia and extracorporeal circulation methods 
undoubtedly will enlarge the scope of “ direct vision” 
intracardiac operations, but they are not yet sufficiently 
developed for routine application. 

Individual operations are discussed with indications 
regarding the operative risks and results. Mitral val- 
votomy has proved to be a most satisfactory procedure, 
as also has pulmonary valvotomy in certain cases. 
Aortic valvotomy is less satisfactory. Operations for 
mitral and aortic regurgitation cannot be regarded as 
satisfactory. Steady development in methods of closure 
of septal defects gives considerable promise. 








MAMMILLARY FISTULA 


BY 


H. J. B. ATKINS, ‘D.M., M.Ch., F.R.C.S. 
Director of the Department of Surgery, Guy’s Hospital 


Mammillary fistula is a term proposed for a relatively 
common inflammatory lesion of the breast that has 
received very little attention. The condition presents as 
a chronically discharging lesion in the region of the 
areola involving one or both breasts. Sometimes there 
is a long history of the gathering of a subcutaneous 
abscess which discharges spontaneously with apparent 
resolution, only to recur again and again ; in other cases 
the patient has undergone a series of operations for 
incision of the abscess with relentless recurrence, so that 
relief is finally sought by mastectomy. It is not com- 
monly appreciated that these discharging lesions are in 





fact fistulae into lactiferous ducts. They behave in a 
fashion similar to that of fistula in ano, and their treat- 
ment is almost identical. 


Aetiology 

The aetiology of the lesion is that a lactiferous duct 
becomes blocked. The insensible discharge from its orifice, 
which is normally of such a trivial degree that it dries into 
a scarcely discernible crust and is brushed away by the 
clothes, is unable to escape ; it accumulates behind the block 
and becomes infected. Occasionally the products of inflam- 
mation will force themselves through the obstruction and 
discharge spontaneously at the nipple ; more commonly they 
will burst or be opened on to the surface, forming what is 
apparently a sinus but is in reality a fistula. This being the 
case, simple incision of these lesions will relieve the con- 
dition temporarily, but when the surface heals fresh 
secretion accumulates, becomes infected, and forms another 
abscess, and so the cycle is repeated. 

The causes of the’ obstruction to the lactiferous ducts are 
various. In many cases the condition is associated with 
congenitally retracted nipples, a disposition which renders 
the natural escape of secretion difficult ; in some the con- 
dition arises in relation to pregnancy or early lactation, 
when the products of epithelial desquamation are particu- 
larly apt to occlude the ducts; in others no discernible 
cause can be found, and in one case in the series reported 
below the obstruction was caused by a duct carcinoma. 


Treatment 

The treatment of these conditions, and one which will 
almost certainly effect a cure, as is possible with no other 
method apart from the unnecessary performance of a 
mastectomy, is to deal with them in a manner similar to 
that which has been found so successful in the case of 
fistula in ano. 

The sinus is explored with a fine probe, and this will be 
found to pass readily towards the nipple. A little gentle mani- 
pulation causes the probe to protrude through one of the lacti- 
ferous ducts at the nipple (Fig. 1). An incision is then. made 
on to the probe so that this is released (Fig. 2), ancl the 
edges of the wound so caused are cut away and the area is 
saucerized to form a smooth shallow cavity (Fig. 3), which 
is packed loosely with gauze soaked in eusol. At first dress- 
ings are done at four-hourly intervals during the day. At 
night, when there is likely to be an interval of seven hours 
Or more between dressings, these are covered with some 
waterproof material to prevent the dressing adhering to the 














Fic. 1 


made on to the probe, liberating it. 


Fic. 2 


Fic. 1.—A fine probe has been passed through the length of the fistula, emerging at the _—-. 
Fic. 3.—The resulting wound has 









Fic. 3 


Fic. 2.—An incision has been 
n saucerized. 
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sensitive granulation tissue. Dressings are so arranged and 
the timely use of the silver nitrate stick is so regulated that 
the shallow saucerized cavity heals up slowly and steadily 
from the bottom (Fig. 4). As time goes on, dressings will 
be required less frequently, but the patient will probably 
have to remain in hospital for three weeks, and for three 
weeks thereafter be visited by the district nurse for daily 
dressings. The wound generally heals completely in six 
weeks with the formation of a scar that is far less unsightly 
than might be anticipated, and recurrence is exceptional 
(Fig. 5). 

Credit for recognizing the true nature of these lesions 
belongs to Zuska, Crile, and Ayres (1951), who appreciated 
the fistulous nature of the condition and were the first to 
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Fic. 4.—Healing is taking place by granulation. 
resulting scar four weeks later. 


liken it to fistula in ano. They failed to recognize, however, 
the common association of this lesion with previously 
indrawn nipples, which was apparently not a noticeable 
feature of the five cases they describe. Kilgore and 
Fleming (1952) reported on 64 patients with subareolar 
abscess ; they remark on the tendency for these abscesses to 
recur, and observe that carcinoma was not associated with 
the condition in any of their cases. These authors find, as 
might be expected, that antibiotic therapy is of no avail. 
After a trial of many methods they finally conclude that 
the proper method of treatment is on the principles de- 
scribed above. 
Present Series 

Since the last war I have treated 28 of these cases, and 
features of the series are noted in the Table. This Table 
requires little amplification. In one case, in addition to the 
19 quoted as having inverted nipples prior to the infection, 
the nipple which had previously been normally protruded 
became inverted subsequent to the onset of infection. The 
age of the patient on whom biopsy of the track showed duct 


Features of Present Series 

Total number of cases (all female) ne - Aa its ae 
Married os oe =< - a ai _. -_ 
Bilateral affection ‘a ee a o - «“ © 
Nipples previously inverted on the side or sides of lesion .. 19 
Associated with late months of pregnancy or lactation 7 

am +» , Malignancy ‘“ és ie as A aie 
= a. * mn 4 21-63 - 
carcinoma was 47, and a radical mastectomy was at once 
performed on this side. In two of the cases the infection 
was associated with pregnancy and a fresh abscess occurred 
with each subsequent pregnancy—on one case three times, 
and in the other four times. 

In the early years these cases presented a troublesome 
therapeutic problem. Following the customary practice, we 
would incise the septic collections as they appeared, and the 
inevitable recurrence was a source of grave aggravation to 
the patient and of anxiety to us. Multiple operations and 
repeated courses of injections with antibiotics were the rule. 
One case with bilateral fistulae had had over twenty opera- 
tions for drainage of these abscesses before attending the 


~~ 
breast clinic, and bilateral mastectomy had been Tecom- 
mended by two surgeons. This lady, aged 23, had r 
married, and the prospect of losing both her breasts drove 
her to seek further advice. Fortunately she arrived on the 
scene at a time when the nature of this condition had begun 
to be appreciated, and adequate saucerization led to com- 
plete healing. 

Since adopting the procedure described above we have 
had no recurrence in this series to date, but in view of the 
possible association of this disorder with carcitioma a biopsy 
of the track should always be performed. 


Summary 


The term mammnillary fistula is suggested for a com. 
mon inflammatory disease of the breast which has beep 
almost unrecognized. The treatment for this condition, 
on the lines of that practised for fistula in ano, is 
described, and a note on 28 cases illustrates the maip 
features of the syndrome. 
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DIAGNOSIS AND TREATMENT OF 
MYELOPATHY DUE TO CERVICAL 
SPONDYLOSIS* 

BY 


D. W. C. NORTHFIELD, M.S., F.R.C.S, 


Surgeon in Charge of the Department of Neurosurgery, 
London Hospital 





This paper provides a review of 39 patients with cervical 
spondylosis that have been treated by operation, in all 
of which the neurological manifestations clearly indi- 
cated that the cervical spinal cord had become damaged. 
A wider review of the subject, including a comparison of 
the results of conservative and operative treatment, has 
already been published (Brain, Northfield, and Wilkin. 
son, 1952). Treatment of the spondylosis itself is beyond 
the scope of this paper; indeed, if the spondylosis is 
painless the spinal condition passes unrecognized untf 
neurological disturbances become manifest. These can 
be crippling in their effect. Whether the prevention of 
myelopathy in a person known to have spondylosis can 
be achieved by simple means is a subject to which little 
attention has yet been paid. The Lancet (1955) states: 
“It behoves us as we grow older to adopt a more regal 
* posture and bearing, and to avoid all rapid, undignified 
movements of the head and neck.” 

Radiology of the neck reveals that spondylosis is 4 
common enough condition from middle age onwards, 
but we do not know the factors which determine th 
development of myelopathy in one patient and not in 
another (though they may apparently have the same 
degree of spondylosis), nor why the rate of evolution of 
symptoms varies so widely. In the cases under review 
the shortest duration of symptoms was six weeks, and the 
longest twenty years. Delay in seeking medical help 
and delay in arriving at a correct diagnosis do not fully 
account for this. Natural variations in the diameters of 
spinal canals may make some spinal cords more vul- 
nerable than others. The speed of growth of osteo 
phytes and the question whether one or more disks 

*Read in the Section of Neurology at the Joint Annual Meeting 


of the British Medical Association, Canadian Medical Association, 
and Ontario Medical Association, Toronto, 1955. 
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become affected are probably related to a greater or 
less extent to congenital malformation, stresses due to 
type of employment, trauma, and an inborn suscep- 
tibility to premature senile changes in the tissues. At 
present all one can do is to endeavour to recognize 
neurological symptoms due to spondylosis, and to choose 
the appropriate treatment. 





Symptoms 


The symptoms can be broadly classified into three groups ; 
those related exclusively to the skeletal changes of spondy- 
losis; those indicating a lesion affecting a cervical spinal 
root; and those due to interference with spinal-cord 
function. 

1. It is rare for pain, stiffness, or limitation of movement 
of the neck to be an outstanding symptom. Moreover, minor 
complaints of this kind, like other joint troubles, are 
common enough in all adults of advancing years. The 
presence or absence of such complaints is of little help in 
diagnosis. 

2. Spinal-root Manifestations——Pain radiating into the 
shoulder, into the arm, hand, or digits, or into the chest 
wall; at times its distribution is clearly of root pattern, and 
it may be aggravated by appropriate movements of the neck. 
Paraesthesiae : burning, tingling sensations, vague in distribu- 
tion, often spreading to the digits. Loss of sensation: numb- 
ness or inability to recognize objects by touch is a frequent 
and disabling symptom. Weakness of the upper limb, 
usually selective, accompanied by wasting. 

3. Spinal-cord manifestations may occur first in either the 
upper or the lower limbs, as a spastic weakness and clumsi- 
ness, often bilateral but by no means necessarily so. Paraes- 
thesiae and pain in the trunk and legs may wrongly focus 
attention upon the thoracic region as the site of the lesion. 
Ataxia may be considerable. Symptoms of disturbed bladder 
control are not common except in advanced cases; in 10 
cases there was slight disturbance of micturition, and in 4 
there was retention or incontinence of urine. In Table I 
is set out an analysis of the ages of the patients, of the 
duration of the history from the first recognizable neuro- 
logical symptom, and of the first symptoms. About two- 
thirds of the patients were between the ages of 40 and 
60 years, and in nearly one-half the symptoms had been 
developing for periods of over two years. Trauma of suffi- 
cient degree to be a well-remembered incident occurred in 13. 


TaBe I 
Age Incidence: 
$0-39 years 40-49 years 50-59 years 60-70 years 
5 13 14 7 
Duration of Symptoms: 
Up -— months .. “ye om ; years ae 5 years 


Trauma in 13 cases 


Initial symptom: 

Weakness or stiffness of one or both legs ee 
Numbness or paraesthesiae in arm or fingers oe 
Weakness or clumsiness of one or both arms (and digits) 
Pain, cramps, paraesthesiae in legs A ae a 

» inupperlimb(s) .. Le =a ‘a ¥ 

and stiffness of neck - ng ‘ 

Girdle sensation .. a 


—WwAnNanana 


Physical Examination 


Neck.—There may be an exaggeration of the normal 
cervical lordosis, often accompanied by a dorsal hump. 
Movements may be slightly restricted and painful. Examina- 
tion of the neck commonly reveals little abnormality. 

Motor.—Wasting may be evidefit in all limbs, though 
usually more severe in the upper than the lower; it need 
not be symmetrical ; it may affect all the muscles of the 
upper limb equally, though usually particular groups having 
a common segmental origin are picked out. Wasting of 
the intrinsic muscles of the hands is often seen, even with 
disk lesions as high as C 3-4 or C 4-5. Fasciculation com- 
monly accompanies severe wasting. Variation in muscle 
tone depends upon the level of the lesion and the relative 





incidence of damage to upper and lower motor neurones. If 
the spondylosis is above the cervical enlargement all limbs 
will show some spasticity ; at mid- and lower-cervical levels 
some muscles will be flaccid and others spastic. In the 
lower limbs spasticity is often severe, of a degree. dispropor- 
tionate to the weakness, and the resulting stiffness causes 
much disability. Weakness similarly varies greatly, by no 
means affecting all the limbs to a similar degree. The 
diagnostic problems are aggravated by the observation that 
careful assessment of weakness does not always lead to a 
correct diagnosis of the level of the lesion. Muscles arising 
from segments of the cord above the vertebral lesion may 
show spastic weakness, suggesting that the myelopathy even 
in a case of single disk lesion is diffuse, perhaps owing to 
vascular disturbances. 

Reflexes.—Tendon reflexes in the upper limbs are usually 
increased, though, depending upon the degree of damage to 
lower motor neurones, there may be depression or absence 
of a tendon reflex. Such discrepant or anomalous findings, 
including an inverted radial reflex, are of great value in 
distinguishing spondylotic myelopathy from disseminated 
sclerosis and other degenerative long-tract diseases. Diminu- 
tion or absence of the abdominal reflexes, increased knee- 
and ankle-jerks, and extensor plantar responses occur in 
accordance with the degree ®f pyramidal damage. 

Sensory.—Careful search for disturbances of sensation, 
both superficial and deep, is of particular importance. The 
disturbances may be slight enough to escape detection easily ; 
their presence makes the diagnosis more probable, and the 
absence of sensory impairment should lead one to scrutinize 
the evidence carefully before accepting cervical spondylosis 
as the cause of symptoms. The upper limbs show some 
abnormality in most cases, cutaneous sensation being im- 
paired in about three-quarters. Severe loss is uncommon: 
it ntay be restricted to a root level in the upper limbs, or 
it may spread on to the trunk. In high lesions a level 
to dragged pin may be found at the collar level. In the 
lower limbs sensation may not be affected, though search 
for impaired appreciation of posture and vibration is often 
repaid, as damage to the posterior column is often demon- 
strable when other forms of sensation are intact. 

Micturition may be impaired, though the cause of this 
symptom may be difficult to assess in men of the age groups 
under consideration. 

In Table II is set out an analysis of the findings in the 
cases under review. The category “ symptomless ” in motor 
disturbances of the lower limbs is used for those patients 
who did not have symptoms of weakness, spasticity, or 
ataxia, but in whom examination revealed unequivocal evi- 
dence of pyramidal damage, thus bringing them into the 


TasLe II 
Motor disturbance slight 


i ” ” marked 
a acaalenas | Sensory ,, slight .. 
. «# e marked 
f Motor disturbance me 
” ” ate 
Lower limbs {__,, o marked 
pm slight, .. 
” ” marked ee 
No sensory disturbance in upper or lower limbs 
No abnormalities of upperlimbs _.... ‘ 


- 2. Slight disturbance .. .. 
Micturition: < Retention or incontinence |. 


ee ee — bh 


PON=BCOOR= WOU 


class of myelopathy, though the signs in the upper limbs 
were perhaps otherwise compatible with a purely cervical 
root lesion. “Marked” motor disturbance in the lower 
limbs means that the patient needed assistance in order to 
walk, or was bedridden. 


Diagnosis 


It will be apparent that the manifestations of spondylotic 
myelopathy can provide a great variety of clinical patterns. 
All the causes for such profusion are not yet understood. 
But tangible factors which modify the picture are the level 
of the disk affected, whether only one or several disks are 
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degenerate, and whether the distribution of the osteophytes 
is such as to involve the spinal roots as well as the spinal 
cord itself. In the present selected series there were 22 
cases in which only one disk was affected. Osteophytes 
may cause such constriction of the intervertebral foramina 
as to squeeze their contents. Apart from adding a radicular 
element to the picture, it is possible that this leads to or 
aggravates ischaemic changes in the cord by strangulation 
of the entering arterial radicles which augment the blood 
flow in the anterior spinal artery. 

There may evolve a picture of quadriparesis due to com- 
pression of the spinal cord above the cervical enlargement, 
thus mimicking a tumour at or below the foramen magnum. 
Or the upper limbs may show involvement both of upper 
and of lower motor neurones, either element predominating. 
It may be clear that the lesions are multiple, or that the 
cord damage extends over several segments. Rarely, the 
upper limbs are entirely spared, and the patient presents with 
paraparesis. The relative degree of motor and of sensory 
abnormality shows great variation, though a purely motor 
picture is uncommon. The long duration of the symptoms 
and their slow progression, with at times periods of stabiliza- 
tion, make disseminated sclerosis a common alternative diag- 
nosis, hence the need to seek other signs of that disease. 
Diminution or absence of tendon reflexes in the upper limbs 
and an inverted radial reflex are valuable in indicating the 
true diagnosis. Amyotrophic lateral sclerosis closely simulates 
spondylotic myelopathy, and search for sensory disturbance 
is well repaid. Spinal tumours, intramedullary and extra- 
medullary, enter into the differential diagnosis and indeed may 
be revealed only at operation. The pattern of sensory loss 
may invite a diagnosis of syringomyelia, and subacute com- 
bined degeneration may be simulated. The occasional 
absence of abnormal signs in the upper limbs may lead to 
a diagnosis of thoracic tumour, and if myelography of -this 
region proves negative the correct diagnosis may not be 
considered. 

Pain spreading into the arm and digits, and into the 
pectoral region, may be regarded as of cardiac origin, and 
slight long-tract signs indicative of spinal cord disease can 
escape detection if the examination is perfunctory. Even 
if the myelopathy is. severe, chest pain may yet be cardiac, 
and thus contraindicate operation ; in this event a cardio- 
logist’s opinion will be helpful. 

The mere presence of radiological evidence of damage due 
to spondylosis, common over the age of 50, does not neces- 
sarily mean that the neurological disturbance is due to that 
disease. Spondylosis occurs in conjunction with other 
nervous diseases, including intraspinal tumour. In two of 
the present cases the manner in which the disease progressed 
after operation has led to the belief that the final diagnosis 
may be motor-neurone disease. 


Investigations 


Lumbar puncture does not often provide help in diagnosis. 
Increase of the protein content of the C.S.F. and evidence 
of spinal block—partial or complete—are of value in spinal- 
cord compression, whatever be the nature of the lesion. But 
in most cases the fluid is normal in content and hydro- 
dynamics. Serological tests are carried out to exclude 
syphilis. 

Radiology is of the greatest importance, and the cervical 
spine should be radiographed in every case of suspected 
spinal-cord malady in which the diagnosis is not immediately 
apparent. Films need to be taken in the antero-posterior, 
lateral, and oblique positions. Narrowing of the inter- 
vertebral disk intervals practically always accompanies osteo- 
phytosis, and is best detected in the lateral views. Some- 
times the spurs of bone are so slightly ossified that an under- 
exposed film is necessary to demonstrate them. The antero- 
posterior and oblique views are valuable for revealing lipping 
of the neuro-central joints of Luschka and narrowing of the 
intervertebral foramina. In advanced conditions the neuro- 
central osteophytes are continuous with those arising from 
the rest of the margin of the vertebral body, to form an 


——— 
osseo-cartilaginous bar extending transversely across the 
spinal canal. Degenerative changes are commonly foung 
at more than one level. On occasion congenital fusion of 
two bodies may be present, the disk immediately above or 
below being the seat of degeneration. This is presuma 
the site of increased stress consequent upon the diminished 
flexibility of that portion of the cervical spine. Sometimes 
degeneration of the affected disk leads to such a degree of 
abnormal mobility that in flexion and extension the Upper 
vertebra slides forwards and backwards on the lower. This 
subluxation can be demonstrated in lateral films taken g 
the extreme ranges of movement. The forward Slipping 
narrows the spinal canal and thereby gives rise to repeated 
minor traumata of the spinal cord. 

Myelography is the final step in diagnosis, so that the 
indentation of the column of opaque oil by the spondylotic 
excrescence can be visually proved and recorded. This js 
essential en several counts. (1) Large posterior osteophytes 
may be seen in the lateral films apparently impinging 09 
the spinal canal ; but in fact they may be situated sufficiently 
lateral not to impinge on the spinal cord. (2) Osteophyte 
formation and disk-narrowing may be inconspicuous and 
thus dismissed as a causal factor, but myelography May 
nevertheless show a large filling defect. (3) Myelography 
may reveal that the offending protrusion is at a higher level 
than the plain films suggest, or that there are multiple 
lesions. (4) Myelography can confirm the importance of 
subluxation, which may necessitate spinal fusion. 


Treatment 


Operation has consisted primarily of a suitable laminee- 
tomy, removing the lamina above and below the offending 
bar. Thus, in cases with a lesion at one level only, two 
neural arches have been removed. In multiple bars the rule 
has held good, so that if three contiguous disks have been 
involved, four neural arches were removed. It is of some 
importance to note that, whereas extradural palpation may 
disclose only a slight elevation at the site of the disk, gentle 
palpation within the dura mater anterior to the cord may 
make it very clear that nearer the midline the osteophytosis 
is much more prominent. The ligamenta denticulata were 
divided for as far as could be reached. If the intervertebral 
foramina were-very narrow they have been unroofed by 
removing sufficient of the intervertebral facets. No attempt 
has been made in recent years to remove the osseo- 
cartilaginous bar anterior to the cord, though, in some cases 
where the emerging nerve has been tightly stretched over an 
eminence this has been removed, particularly if it has 
apparently been the cause of root pain. The efficacy of this 
latter detail is doubtful. In one case a small loose extruded 
piece of disk cartilage, anterior to the dura mater and sur- 
mounting the hard transverse bar, was easily removed, and 
the result of operation in this patient, whose history was of 
only six weeks’ duration, was highly satisfactory. 

After operation all patients have been kept in bed two 
weeks, and after an extensive laminectomy skull-traction 
callipers have been applied for that time to maintain the 
cervical spine in a good neutral position. Thereafter every 
patient wore a supportive collar, usually of “ polythene,” 
for three to twelve months, according to the degree of 
spondylosis and the extent of the operation. The collar 
is restrictive rather than immobilizing in its function—to 
prevent excessive movement rather than to fix the head and 
neck. Physiotherapy has played its proper part. In three 
cases spinal fusion has been carried out in conjunction with 
my orthopaedic colleague, Mr. Osmond-Clarke ; in two the 
result has been highly satisfactory. 

As indicated previously (Brain ef al., 1952), the choice 
of cases for operation was at first arbitrary, as its value was 
unknown. Even now the results are somewhat unpredictable, 
in that some cases have been relieved to an unexpected 
degree and in others the results have been disappointing. 
But operation is undoubtedly advisable as the method of 
choice in persons under, say, 50, where the lesion is single, 
and where conservative treatment by immobilization has 
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failed. In the present series of 39 patients 8 had received 
conservative treatment for periods up to two years, and in 
spite of this their condition had worsened ; five of these 
derived benefit from the operation. The results of operation 
are set out in Table Ill. 


TasLe Iil.—Results of Operation in 39 Patients 


rative death a és oe ee 
coeeis worsened (3 died of intercurrent disease) 
Remained stationary (1 died of intercurrent disease) ai 
Shown slight improvement (1 died of intercurrent disease) . . 
Improved considerably .. ng va = 7 


— 
WOOO 


Of those who have derived benefit from the operation none 
has become entirely normal, though a few have very little 
disability. Digital dexterity is perhaps the function which 
recovers least and most slowly. ‘It may be felt that the 
results are disappointing, and certainly they do not compare 
favourably—so far as recovery of function is concerned— 
with the usual experience of the relief of spinal-cord com- 
pression due to tumour. _But the patients are in no way 
comparable, for the operation is essentially a palliative one. 
In many cases, perhaps in all, the damage to the spinal cord 
is to a greater or less extent ischaemic and the degree of 
compression unmeasurable. This is perhaps borne out by 
the cases in which the nervous condition slowly worsens, as 
happened in eight patients, three of whom died of inter- 
current disease. We also do not yet know whether improve- 
ment following operation will continue to be maintained : 
one of the patients who nine years ago derived some benefit 
from a restricted operation has recently shown deterioration, 
and a more extensive laminectomy has been carried out. 
Emphasis must be laid on another aspect : the age of many 
of the patients is such that reparative powers have already 
waned. It is probably significant that in the group of 13 
patients who improved considerably, only 3 are over the age 
of 50; thus it includes the bulk of the younger patients. 


Summary 


Cervical spondylosis may lead to changes in the 
spinal cord conveniently termed myelopathy, in which 
compression of the cord by intraspinal osteophytes and 
ischaemia by interference with its blood supply both 
play a part to an unknown degree. The results of 39 
cases of spondylotic myelopathy treated by operation are 
reviewed. The duration of the symptoms varied between 
6 weeks and 20 years, and the ages of the patients ranged 
from 30 to 70 years. 

Disturbance of function of the cervical spine was in- 
significant. Weakness or stiffness of one or both legs 
was the commonest initial symptom—present in 15 cases. 

In the upper limbs, weakness, wasting, flaccidity or 
spasticity, and increase or decrease of tendon reflexes 
occurred in all but 2 cases. In the lower limbs there 
was moderate to marked spastic weakness in 27 cases. 
Sensory disturbances of all varieties occurred in the 
majority of cases ; detection of these, however, may need 
care. 

Disturbances of micturition, rarely severe, occurred 
in only a minority. 

Radiography, including myelography, is essential for 
diagnosis. Osteophytes may be present at only one level 
or may be widely distributed, in the latter event pro- 
ducing an extensive cord lesion. 

Operation comprised laminectomy, the arch above and 
below the disk being removed. The ligamenta denticu- 
lata have also been divided, and where necessary the 
intervertebral foramina have been enlarged. In three 
cases spinal fusion was carried out. 
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AETIOLOGICAL FACTORS IN THE 
PANCREATITIS SYNDROME 


BY 


R. A. JOSKE,* M.D., M.R.A.C.P. 
From the Clinical Research Unit of the Walter and Eliza 
Hall Institute of Medical Research and the Royal 
Melbourne Hospital, Victoria, Australia 


The major, obstacle to effective diagnosis and treatment 
of diseases of the pancreas is the paucity of knowledge 
of the aetiological factors in pancreatitis. Since the 
single case reported by Halsted (1901) and Opie (1901), 
the attention of both clinicians and pathologists has been 
focused upon the possibility that pancreatitis is the result 
of impaction of gall-stones in the ampulla of Vater with 
retrograde flow of bile up the main pancreatic duct. 
However, many cases of pancreatitis occurring in the 
absence of cholelithiasis have been reported, and many 
patients with stones in the common bile duct do not 
develop pancreatitis. There is, in addition, accumulating 
evidence of the role of infective, traumatic, and 
metabolic agents in the genesis of pancreatitis, while the 
contention of Whipple (1907) that no fundamental dis- 
tinction can be drawn between acute and chronic 
pancreatitis has been strongly supported by more recent 
work (Comfort et al., 1946). It-is now certain that “ pan- 
creatitis ” represents not a disease entity but a syndrome 
due to pathological processes of differing aetiology 
affecting the pancreas, relatively few of which are 
initially inflammatory in nature (Saint and Weiden, 
1953). 


For these reasons the present paper reports a study of 
90 patients with pancreatitis in which special attention 
has been paid to probable aetiological factors, and 
presents a tentative aetiological classification of pan- 
creatitis based upon this study. No attempt has been 
made to discuss fully the clinical features of these 
patients, for several reviews of the clinical picture of 
pancreatitis have been published recently, and the 
present findings agree with these (Comfort et al., 1946 ; 
Fallis, 1951; Edmondson ef al., 1952; Dolan and 
Hopkirk, 1953). 

In all cases the patients were assessed clinically. 
Laboratory estimations included repeated estimations of 
urinary diastase, blood examination, liver-function tests, 
estimations of serum y-globulin and total fasting serum 
lipids (Kunkel et al., 1948). In some patients a glucose- 
tolerance test, histamine test meal, and gastric biopsy 
(Wood et al., 1949) were also performed. The biliary 
tree was examined radiologically by oral cholecysto- 
graphy and later by intravenous choledochography 
(Hare, 1955), whilst operative cholangiograms were 
obtained during laparotomy in some instances (Hughes 
and Kernutt, 1954a ; Hughes, 1955). Laparotomy was 
undertaken in 51, and post-mortem examination was 
performed in 10 of the 90 patients. The intravenous 
secretin test was used in some of the first patients studied, 
but later was discarded as it provided little relevant infor- 
mation not obtainable by other methods. 


Diagnostic Criteria 


The diagnosis of pancreatitis was considered to be defi- 
nitely established if one or more of the following criteria 
were satisfied: (1) Histological evidence of acute or chronic 
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pancreatitis in a specimen obtained at either operation or 
post-mortem examination (24 cases). (2) Radiological 
demonstration of diffuse calcification in the pancreas (3 
cases). (3) Pancreatic insufficiency, shown by the intra- 
venous secretin test (13 cases). (4) The presence of fat 
necrosis at either operation or post-mortem examination 
(11 cases). (5) Urinary diastase level of over 200 units in 
the presence of clinical manifestations of pancreatitis and 
in the absence of other known causes of elevation of the 
urinary diastase (23 cases). (6) Operative diagnosis of 
chronic pancreatitis but without histological confirmation 
(43 cases). 

By one or more of these criteria, a definitive diagnosis 
of pancreatitis was established in 70 of the 90 patients. In 
addition a further 20 patients have been included in whom 
the diagnosis was highly probable but not finally proved. 
These were mainly patients with a clinical picture of chronic 
relapsing pancreatitis who did not come to either operation 
or post-mortem examination, and in whom no diagnostic 
rise of urinary diastase was demonstrated: the majority 
showed increases of the urinary diastase coincident with their 
attacks of pain but not reaching diagnostic levels. 


Results 


In 68 of the 90 cases there was clinical or laboratory 
evidence of some factor which bore a probable aetiologi- 
cal relationship to the pancreatitis (Table I). In some 
patients more than one such factor was present. These 
groups, and others described in the literature, are considered 
in greater detail. 

TABLe I 





Probable Aetiological 
Basis of Pancreatitis 





Post-operative pancreatitis 
Mumps ni - am 
Viruses of viral hepatitis . . 
Pancreatico-duodenitis 
Hydatid disease of pancreas 
Hyperlipaemia a 
Alcoholism ve ; 
Associated with pregnancy 
Haemochromatosis 
Sprue syndrome 
cerative colitis .. - 
Systemic vascular lesions 
Unknown aetiology 
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Congenital Pancreatitis 


Since the initial description of fibrocystic disease of the 
pancreas (mucoviscidosis) by Andersen (1938), this disease 
has become a well-recognized clinical and pathological entity. 
Other congenital lesions of the pancreas, such as anatomical 
variations and lipomatous pseudohypertrophy (H¢yer, 1949), 
are not inflammatory in nature. None of the present patients 
showed evidence of any of these conditions. 


Pancreatitis and Trauma 


The occasional association of trauma and pancreatitis is 
well known. 

External trauma, especially to the upper abdomen, may 
cause pancreatitis, either acutely or delayed, when the patient 
may present with a pseudopancreatic cyst. None of the 
present cases gave any history of external trauma related 
to the onset of pancreatitis. 

Post-operative Pancreatitis—Operative trauma may also 
result in pancreatitis, and post-operative pancreatitis is more 
frequent after biliary tract surgery, gastrectomy, and splen- 
ectomy (Warren, 1951 ; Dunphy ef al., 1953; Boles, 1954). 
However, the pathogenesis of post-operative pancreatitis 
is still in dispute. Millbourn (1949) regards injury to the 
duct of Santorini as an important precipitating factor, whilst 
Dunphy eft al. (1953) consider many cases to be due to 
iiterference with the blood supply of the pancreas, especi- 


ally the posterior pancreatico-duodenal artery. Two of 
present patients developed pancreatitis post-operatively 
A woman aged 76 underwent cholecystjejunostomy for ob. 
structive jaundice due to carcinoma of the head of the Pancreas 
with hepatic metastases, and a man aged 62 was Submitted 
exploration of the common bile duct for obstructive jaundice die 
to stones in the common bile duct. Both died within a few 
of operation, and necropsy revealed an unsuspected acute haemor. 
rhagic pancreatitis. . 


Pancreatitis and Cholelithiasis 


There is considerable disagreement concerning the role of 
cholelithiasis in the aetiology of pancreatitis. Halsted (1901) 
reported a fatal case of acute pancreatitis in which the Post: 
mortem examination revealed a gall-stone impacted in the 
ampulla of Vater, and following this Opie (1901), as a Tesult 
of this case and of experimental work in dogs, Suggested that 
the “ frequent association of cholelithiasis with haemorrhagic 
and gangrenous pancreatitis is the result of impaction of 
gall-stones at the orifice of the diverticulum of Vater ang 
penetration of bile into the pancreas.” Other investigator 
including Claude Bernard, also stated that the flow of bile 
up the pancreatic duct produced acute pancreatitis. This 
hypothesis was accepted without question for many Years, 
especially as there was little knowledge of other possible 
factors in the aetiology of pancreatitis. The cases in which 
gall-stone impaction did not produce pancreatitis wer 
thought to be due to local anatomical variations in the duct 
systems. The cases of pancreatitis in the absence of chole. 
lithiasis remained without explanation. 

Recent work has thrown considerable doubt upon Opies 
hypothesis. Many cases of pancreatitis without cholelithiasis 
have been reported, and it has become evident that, even jp 
the presence of cholelithiasis, pancreatitis due to gall-stone 
impaction is a great rarity. Study of the original experi- 
mental work shows that pancreatitis may be produced jp 
animals by the injection of bile up the main pancreatic duct 
only if this procedure is combined with some other procedure 
such as duct ligation, or the addition of some irritant chemi- 
cal to the bile (Palmer, 1951 ; Elman and Wheat, 1954). 

Of the present 90 cases, gall-stones were absent in 42, 
present in 26, and had been present previously in 14, whilst 
in 8 no definite information was available. In only 2 of th 
26 cases in which cholelithiasis was present were stones 
detected within the common bile duct, and in neither wer 
they impacted at the ampulla of Vater. In 14 cases pancreat- 
itis persisted after removal of gall-stones. These figures 
provide no support for the theory that gall-stones bear an 
aetiological relation to pancreatitis. 

The relationship between pancreatitis and regurgitation 
of bile up the duct of Wirsung has also been clarified in 
recent years. Anatomical studies by Sterling (1954) and 
by Hughes and Kernutt (1954b) have shown that a com 
mon functioning channel for bile and pancreatic fluids exists 
in less than 15% of cases, and that the so-called “ fibrosis” 
of the sphincter of Oddi is a normal and not a patho 
logical finding. In addition, functional studies by Hicken 
and McAllister (1952) and by Hughes and Kernutt (1954), 
and increasing experience with cholangiography (Hare, 
1955; Hughes, 1955) show that in man some degree of 
reflux up the duct of Wirsung is a frequent and normal 
state, unrelated to the presence or absence of pancreatic 
disease. 

There is, however, a definite clinical and pathological 
association of pancreatitis and cholelithiasis, and this may 
be due to two separate mechanisms. Obstruction of the 
common bile duct, either partial or complete, is a not infre 
quent complication of pancreatitis, being observed in 23 of 
the present 90 cases. This obstruction may well result # 
cholelithiasis secondary to the pancreatitis. Secondly, ther 
is considerable evidence that pancreatitis may result from 
hyperlipaemia (see below), and it is possible that this hyper 
lipaemia may bear an aetiological relation to both ¢ 
lithiasis and pancreatitis. It is of interest that five of sit 
patients with pancreatitis due to hyperlipaemia had chole 
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lithiasis, but 11 of 17 with alcoholic pancreatitis had no 
cholelithiasis. The relation between cholelithiasis and preg- 
nancy, Which is also related to pancreatitis, has been dis- 
cussed elsewhere (Gross, 1929; Joske et al., 1954). 

For these reasons it is considered that cholelithiasis and 
biliary reflux bear little if any aetiological relation to 
pancreatitis, and this hypothesis has not been invoked in 
any of the present cases. 


Infective Pancreatitis 

Virus Pancreatitis—There is considerable evidence that 
some cases of pancreatitis are due to direct viral infection 
of the pancreas. The association of mumps and pancreat- 
itis is well established, and Hausmann (1954) found the 
urinary diastase raised in 55 of 65 children with mumps. 
Myhre and Nesbitt (1949) reported pancreatitis complicating 
infectious mononucleosis. Lisney (1944) first described 
pancreatitis following virus hepatitis, and this has been 
confirmed by Sarles (1950) and Arias Vallejo (1951). Two 
of the present cases developed chronic pancreatitis directly 
following an attack of mumps: both were females in the 
third decade. In eight cases pancreatitis was associated 
with viral hepatitis. These will be reported fully elsewhere. 
Three of these patients died of fulminating acute viral 
hepatitis, and acute pancreatitis was also present at post- 
mortem examination. Three with less severe acute hepatitis 
showed concomitant elevation of the urinary diastase, one 
having a typical attack of acute pancreatitis. Two had 
chronic relapsing pancreatitis associated with viral hepatitis. 
It.is also possible that other agents, such as the Coxsackie 
and “orphan” viruses, may occasionally cause pancreatitis 
in man (Pappenheimer et al., 1950; Steigman et al., 1953). 

Bacterial Pancreatitis ——The evidence for primary bacterial 
pancreatitis is much less strong, although the pancreas may 
be involved by direct spread of infection frem an adjacent 
focus such as a penetrating peptic ulcer or an overlying 
peritonitis. Secondary bacterial infection of pancreatitis 
due to other causes is also frequent, playing a large part 
in the mortality of pancreatitis before the advent of anti- 
biotic therapy (Schweinburg et al., 1953). There is, how- 
ever, no evidence that primary bacterial pancreatitis occurs 
in man. Bacteriological studies on the present cases were 
not made, because most were treated conservatively and 
received antibiotic therapy. 

Pancreatico-duodenitis——Bove (1953) has suggested that 
the primary lesion in some cases is an inflammatory pro- 
cess of the choledocho-pancreatico-duodena! junction, which 
may produce jaundice, cholelithiasis, and pancreatitis. One 
of the present cases conforms to his description. 

A man aged 44 presented with recent obstructive jaundice. At 
operation the pancreas was enlarged and inflamed and the 
ampulla of Vater enlarged, reddened, and projecting into the duo- 
denum. Biopsies showed acute-on-chronic pancreatitis and acute 
diffuse inflammation of the ampulla. No gall-stones were present. 
His symptoms were relieved by cholecystenterostomy. A later 
gastric biopsy showed atrophic gastritis. No infective agent was 
isolated*in this case. 

There is thus little doubt that pancreatico-duodenitis is 
an entity, but its aetiology and significance remain to be 
assessed. 

_ Parasitic Infestations ——Of the various parasitic infesta- 
tions, several cases of pancreatitis due to ascariasis have 
been reported (Ochsner et al., 1949). One case of hydatid 
infestation of the pancreas is included in the present series. 

A man aged 44 first presented with obstructive jaundice, and at 
operation was found to have a hydatid cyst of the head of the 
Pancreas pressing upon the common bile duct. Despite removal 
of the cyst he developed pancreatic insufficiency and diffuse calci- 
fication of the pancreas some years later. 


Chemical Pancreatitis 


_ Several chemical agents are capable of eausing pancreat- 
itis (Apolant, 1913). These include boric acid (Fisher, 1951), 
carbon tetrachloride (Speckmann, 1953), methyl alcohol 


(Bennett et al., 1952), and methionine (Goldberg and 
Chaikoff, 1951). No such agents could be incriminated in 
the present cases. The relation between alcoholism and 
pancreatitis is discussed below. 


“ Metabolic ” Pancreatitis 


There is abundant evidence that acute and chronic 
pancreatitis may result from general disorders of meta- 
bolism. These include essential hyperlipaemia, pregnancy, 
alcoholism, and malnutrition. 

Hyperlipaemia and Pancreatitis—The occurrence of 
hyperlipaemia in acute pancreatitis was first reported by 
Speck in 1846. Thannhauser (1940) and Collett and 
Kennedy (1948) also described chronic pancreatitis with 
hyperlipaemia. However, it was not until 1950 that 
Poulsen (1950) and later Klatskin and Gordon (1952) 
clearly showed that in some instances pancreatitis was a 
result of the genetically determined disease “essential 
hyperlipaemia.” The literature has been reviewed by 
Klatskin and Gordon (1952) and Joske (1955a). Of the 
present 90 cases, six were considered to be suffering from 
pancreatitis secondary to essential hyperlipaemia, although 
the fasting serum lipids were estimated in only 57 of the 90 
cases. The six patients ranged in age from 30 to 58 years ; 
two were males and four females ; four had cholelithiasis ; 
four had significant atherosclerosis ; three had xanthelasma ; 
their fasting serum lipids ranged from 870 to over 2,000 
mg. per 100 ml., the upper limit of normal in this labora- 
tory being 650 mg. per 100 ml. It is of interest that one of 
these patients presented with “acute pancreatitis” two 
months after parturition: a‘similar case has been recorded 
by Comfort and Steinberg (1952). 

Pregnancy and Pancreatitis——The relation between preg- 
nancy and pancreatitis has been fully reviewed by Langmade 
and Edmondson (1951) and Joske (1955b), and it has been 
suggested that in women suffering from pancreatitis the onset 
is frequently related to pregnancy, symptoms commencing 
either late in pregnancy or in the puerperium. This syn- 
drome has been termed “ post-partum pancreatitis.” In 11 
of the present 90 cases the onset of symptoms was clearly 
related to pregnancy. Six of these cases have been reported 
in full in a previous communication (Joske, 1955b). Of the 
11 patients, 8 were young women between 19 and 25 years 
of age, whilst 3 were older, being aged 58, 59, and 61 years. 
These latter had chronic relapsing pancreatitis for periods 
of some 30 years. Only one of them had cholelithiasis ; 
none had hyperlipaemia, vascular disease, or diabetes 
mellitus, although one had a mild diabetic glucose- 
tolerance curve. In addition, a further patient with 
hyperlipaemia, mentioned above, first developed symptoms 
shortly after pregnancy. The mechanism of this type of 
pancreatitis is still obscure. Oliver and Boyd (1955) have 
investigated the lipaemia of pregnancy and shown that the 
serum electrophoretic pattern in late pregnancy resembles 
that seen in coronary sclerosis. FitzGerald (1955) has 
emphasized the frequency of minor degrees of pancreatic 
dysfunction during pregnancy and suggested that post- 
partum pancreatitis might be a rebound phenomenon. It 
is of interest, therefore, that MacFarlane and Norman (1954) 
have shown the serum antithrombin titre to be decreased 
during pregnancy, for it is greatly increased in acute 
pancreatitis (Innerfield ef al., 1952). 

Alcoholism and Pancreatitis—-The association between 
alcoholism and pancreatitis has been established for many 
years (Opie, 1902 ; Egdahl, 1907), and alcoholism was con- 
sidered responsible for pancreatitis in 17 of the present 90 
patients. All were males. Gall-stones were absent in 13, 
present in 2, and undetermined in 2 of the 17 patients. The 
pancreatitis was chronic in 13 and acute in 4, being fatal 
in 2 of the latter. The mechanism whereby alcoholism 
results in pancreatitis is uncertain. It is improbable that 
malnutrition alone is responsible, for in some cases (2 of 
the present 17) ingestion of only small amounts of alcohol 
results in severe pancreatic pain. This is a similar “ trigger ” 
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mechanism to that seen in Hodgkin’s disease (Bichel and 
Bastrup-Madsen, 1953 ; de Winter, 1953). Several authors 
have reported elevations of serum amylase in acute alco- 
holism (Culotta and Howard, 1954). In patients showing 
this “trigger” effect it appears that some factor besides 
alcoholism is necessary to produce pancreatitis. Of the 
two such cases in the present series, one had a minor degree 
of hyperlipaemia (fasting serum lipids 880 mg. per 100 ml.), 
whilst the other had a strong family history of biliary 
disease in both his parents and in his siblings, though 
without hyperlipaemia. The remaining 15 patients were 
chronic alcoholics, and no such “trigger” mechanism was 
apparent in these cases. However, it may be noted that 6 
of the 15 were hypertensive. 

Other Metabolic Causes of Pancreatitis —One patient with 
chronic pancreatitis due to haemochromatosis is included in 
this series. Althausen et al. (1951) showed that impaired 
pancreatic function is usual in haemochromatosis. Trans- 
fusion siderosis may also involve the pancreas (Stewart, 
1953). Acute pancreatitis complicating acute porphyria has 
recently been described (Saint ef al., 1954). 

Malnutrition and Pancreatitis—It appears probable that 
ma/nutrition may also result in pancreatitis, for pancreatitis 
has been reported in undernourished natives in the West 
Indies (Waterlow, 1948 ; Davies, 1948), in ulcerative colitis, 
and in rats fed a diet in which protein was low or absent 
(Lindsay er al., 1948 ; Wachstein and Meisel, 1954). Linder 
et al. (1953) found pancreatic atrophy post mortem in a 
patient who died of malnutrition three and a half years after 
a massive resection of the small intestine. Malnutrition 
appeared to be the basis of pancreatitis in two of the present 
cases—a woman aged 26, with chronic ulcerative colitis and 
chronic pancreatitis producing obstructive jaundice, and a 
man aged 59 with the sprue syndrome due to abdominal 
reticulosis. 


Pancreatitis and Vascular Disease 


The relation between vascular disorders and pancreatitis 
has not yet been clarified. It has been suggested that 
ischaemia of the pancreas may be the final common path- 
way whereby other primary causes produce pancreatitis. 
This has been postulated for post-operative pancreatitis by 
Millbourn (1949), and for pancreatitis complicating acute 
porphyria (Saint et al., 1954). ‘Hyperlipaemia also results 
in ischaemic vascular disease (Matmros et al., 1954; Lever 
et al., 1954). Thal and Brackney (1954) produced acute 
haemorrhagic pancreatitis in animals by a local Shwartzman 
reaction, using Bact. coli endotoxin as antibody. Harvey 
et al. (1954) reported acute pancreatitis in systemic lupus 
erythematosus. 

The blood vessels supplying the pancreas may also be 
involved in generalized vascular disease. Heinz (1952) has 
stressed the association of hypertension and pancreatitis. 
Baggenstoss (1948) noted a high incidence of pancreatic 
parenchymal lesions in nephrosclerosis, and in malignant 
hypertension (Hranilovich and Baggenstoss, 1953). Burn 
(1951) found a close association between acute coronary 
thrombosis and acute pancreatitis, and this has been con- 
firmed by Saint (1954) and by Bauerlein and Stobbe 
(1954). 

In “17 of the present 90 cases it is considered that pan- 
creatitis was probably due to primary vascular disease, and 
these patients showed a very characteristic clinical picture. 

The 17 patients comprised 5 males and 12 females, their 
ages ranging from 48 to 81 years (average 63 years). Hyper- 
tension (resting blood pressure greater than 160/90 mm. Hg) 
was present in 12, and significant atherosclerosis in 15, three 
having gross cerebral arterial disease. Emphysema was also 
noted in the majority. None provided a family history of 
cholelithiasis or diabetes mellitus. Cholelithiasis (past or 
present) was found in all except 4 of the 17. Gastric func- 
tion was investigated in 14, and achlorhydria or atrophic 
gastritis was demonstrated in 11 cases. Six had diabetes 
mellitus. In addition, one of these patients had a large 
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aneurysm of the splenic artery at laparotomy (Hughes and 
Joske, 1955). Hyperlipaemia was not present in any of 
these cases. 

This group of lesions—atherosclerosis with or withoy 
hypertension, emphysema, cholelithiasis, atrophic 
and chronic pancreatitis—appears to form a definite syn- 
drome which is capable of clinical recognition. This type 
of pancreatitis is provisionally termed “ degenerative Pan- 
creatitis,”’ and is thought to be a result of chronic arterial 
disease producing pancreatic ischaemia, which is sg] 
progressive. It is also possible that this disease complex jg 
related to an anomaly of fat metabolism the nature of which 
is unknown. This group of patients is largely responsibje 
for the high incidence of gastritis observed in patients with 
pancreatitis (Joske et al., 1955). 


Pancreatitis of Unknown Aetiology 


In 22 of the 90 instances it was not possible to ascribe 
pancreatitis to any particular aetiological factor. In some 
cases this may have been due to incomplete clinical o 
laboratory investigation, in that a history of alcoholism or 
a relation to pregnancy was not elicited, or no estimation of 
fasting serum lipids was possible. 

In others, some of whom were obese, the pancreatitis 
appeared to be secondary to some undiagnosed metabolic 
upset related to fat metabolism. Thus an obese womap 
aged 50 presented with the post-cholecystectomy syndrome 
and was shown to have chronic relapsing pancreatitis : her 
mother and five sisters all had cholelithiasis. A man aged 
23 developed relapsing pancreatitis : his mother had diabetes 
mellitus and his two sisters had undergone cholecystectomy, 
A woman aged 55 developed the post-cholecystectomy syn- 
drome due to chronic pancreatitis: she also had a spastic 
paraplegia, xanthomatosis, and later developed diabetes mel- 
litus, while her mother suffered from angina pectoris. In 
these and four other cases pancreatitis is probably a result 
of some inborn metabolic derangement. 

Nevertheless these 22 patients still present an unsolved 
clinical problem upon which further work is necessary, In 
particular the aetiology of chronic relapsing pancreatitis in 
some younger patients is still completely unknown. 


Discussion 


There are four stages in the production of the clinical 
picture of pancreatitis. Some initiating factor must be 
present and cause changes in the pancreas ; these changes 
must then result in tissue destruction and liberation of 
pancreatic enzymes, while in chronic disease pancreatic in- 
sufficiency is added to this chemical and/or bacterial 
inflammation. The present study is concerned only with 
the first of these problems-—what are the factors that may 
initiate the group of changes, both acute and chronic, col- 
lectively termed “ pancreatitis”? The relative roles of 
ischaemia, the functional changes within the duct system 
stressed by Archibald (1929), direct necrosis of the exocrine 
cells, added bacterial infection, enzymatic changes due to 
lipase and trypsin, and pancreatic insufficiency in the pro- 
duction of clinical pancreatitis constitute a second problem 
which is not within the province of the present paper. 

It is apparent that pancreatitis is not a disease entity but 
a syndrome due to different causes in different cases, many 
of which are not initially inflammatory, and should b& 
termed “ pancreatopathy ” rather than “ pancreatitis.” Itis 
probable, but not yet proved, that these differing aetio 
logical factors are reflected by differences in the local 
pathological changes within the pancreas and in th 
natural history of the clinical disease produced. For this 
reason it is unjustifiable to treat all patients with “ par 
creatitis” alike or to assess the prognosis in an individual 
patient without regard to the probable aetiology of th 
disease in that case. 

Of the present 90 cases, some reasonable aetiological 
factor was identified in 68; the remaining 22 were classed 
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“ i ” is  Culotta, R. J., and Howard, J. M. (1954). Arch. Surg. (Chicago), 69, 681. 
as “pancreatitis of unknown aetiology. From this a Sh [5 oe 


experience an aetiological classification of the pancreatitis 
syndrome has been constructed, and this is shown in Table 


Il. 


Taste I1.—An Aetiological Classification of the Pancreatitis 
Syndrome 


1. Congenital pancreatitis: 
Fibrocystic disease of the pancreas 
Traumatic pancreatitis: 
External trauma 
Post-operative pancreatitis 
? Pancreatitis due to cholelithiasis 
3. Infective pancreatitis: 
Viral infections: 
Mumps 
Infectious mononucleosis 
Hepatitis viruses 
? Bacterial infections: 
“ Pancreatico-duodenitis ” 
Parasitic infections: 
Ascariasis 
Hydatid disease 
Pancreatitis due to extrinsic chemical agents 
Metabolic pancreatitis: 
Hyperlipaemia 
Pregnancy group 
Alcoholism 
Haemochromatosis haemosiderosis 
Acute porphyria 
Malnutrition 
Pancreatitis secondary to systemic vascular disease 
Pancreatitis of unknown aetiology 


te 
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It must be emphasized that this classification is still ten- 
tative, and will undoubtedly require modification anu expan- 
sion or contraction as further study is made of the pan- 
creatitis syndrome. Nevertheless it provides a pragmatic 
basis for the clinical and laboratory assessment and the 
management of patients with pancreatitis, and for further 
investigation of the pancreatitis syndrome itself. 


Summary 


Ninety patients with pancreatitis have been studied 
with particular reference to aetiology. 

Some aetiological factor was identified in 68 of the 90 
cases. These included alcoholism (17 cases), vascular 
lesions (17 cases), pregnancy (11 cases), virus infection 
(10 cases), hyperlipaemia (6 cases), post-operative pan- 
creatitis (2 cases), and one case each of. pancreatico- 
duodenitis, hydatid disease, haemochromatosis, sprue 
syndrome, and ulcerative colitis. In 22 cases the aetio- 
logy was unknown. 


Analysis of the present cases and a survey of the 
literature suggest strongly that gall-stone impaction and 
biliary reflux are unimportant in the aetiology of pan- 
creatitis in man. 


An aetiological classification of the pancreatitis syn- 
drome is proposed. 


My thanks are due to Dr. Ian Wood and Mr. E. S. R. Hughes 
for their continued help during this study; to the physicians and 
surgeons who referred these cases for investigation; and to my 
colleagues in the Clinical Research Unit and the Royal Melbourne 
Hospital for their help and the laboratory investigations of these 
patients. 
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Founded in 1918, St, David’s Home for Totally Disabled 
Sailors, Soldiers, and Airmen, Castlebar Hill, Ealing, is run 
by the Sisters of St. Vincent de Paul, and is the only Catholic 
home of its kind in the country. Its purpose is to provide 
a real home for men totally disabled by war service. The 
buildings of the home are of a bungalow type, and the 
accommodation consists of a few private rooms and four 
small main wards. Although primarily for Catholic patients, 
ex-Service men of all denominations are admitted. In fact, 
33 of the 60 beds are at present occupied by non-Catholics. 
Many of the patients are bed-ridden and in need of a great 
deal of care and attention, and it is therefore necessary for 
the home to employ a large staff. For those patients who 
are not bed-ridden amenities such as a workshop and a 
recreation room are provided. Forms of application for 
admission can be obtained from the Sister Superior. 
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The pancreas was known to Greek and Roman 
physicians, but it was not until 1642 that Wirsung 
described the main pancreatic duct, and a further two 
hundred years passed before Claude Bernard (1856) 
demonstrated ferments in the pancreatic juice and their 
role in digestion. Balser (1882) described necrosis of 
fat tissue in connexion with pancreatic inflammation, 
and in 1889 Fitz published his paper in which, for the 
first time, an effort was made to correlate the clinical 
findings and pathological changes in acute pancreatitis. 
Bayliss and Starling (1902) showed that a humoral 
mechanism existed for the control of external pancreatic 
secretion, and Mellanby (1925) showed that the external 
secretion of the pancreas was under dual hormonal 
and nervous control—secretin controlling the volume 
and bicarbonate content of the juice, the vagus nerve 
its enzyme content. Harper and Raper (1943), follow- 
ing experimental work on cats, prepared extracts of the 
mucosa of small intestine which, after intravenous injec- 
tion, increase the output of enzymes from cat’s pancreas 
without having any secretin activity. The active sub- 
stance producing this effect has been named pancreo- 
zymin and it has no effect on the volume of juice 
secreted, 


Clinical application has lagged behind these advances 
in understanding of the physiology of the pancreas ; the 
deep situation of the gland in the abdomen and its close 
proximity to other organs have made accurate early 
clinical diagnosis of pancreatitis impossible. Pancreatic 
function is difficult to assess because the pancreas has 
no known excretory function and its external secretion 
is passed into the deeply situated ducdenum. Measure- 
ment and analysis of pancreatic juice obtained after 
duodenal intubation has proved tedious in practice and 
is liable to gross technical errors. Faecal analysis has 
also proved unreliable except in the late stages of 
chronic pancreatic disease, and this is mainly because 
the enzymes of pancreatic and intestinal juice comple- 
ment each other. In the absence of pancreatic juice 
90% of the carbohydrate in the diet is absorbed: 
pancreatic proteolytic enzymes can be partially replaced 
by gastric pepsin and intestinal erepsin. The faeces 
contain more fat after pancreatectomy, but most of it 
may be “ split fat,” and this is attributed to the lipolytic 
action of bacteria in the colon. 

Investigation of the digestive ferments—amylase and 
lipase—in blood and urine has been more helpful to 
clinicians ; blood has been found to be more convenient 
and reliable than urine. Dozzi and Bockus (1946) found 
that in normal persons wide variations in the amount 
of amylase were present in 10-ml. specimens of urine taken 
from the same individual over a 24-hour period, and that 
these variations do not depend on diet. Although it has 
been known for a century that normal blood possesses 
starch-splitting properties, the role of the ferment dias- 
tase is still not understood, and it is not known if the 
diastase present in normal blood is contributed by the 
pancreas or is a by-product of tissue metabolism. The 


*Read before the North of England Surgical Society on May 6. 





lipolytic property of normal blood has been recognized 
only during the past fifteen years ; Dozzi and Bockus 
believe that the serum lipase is all of pancreatic opie: 
and they have observed progressive lowering of serum 
lipase levels in a number of cases of pancreatic carci. 
noma. The serum diastase activity is measured by the 
iodometric method of Somogyi (1938); and Wapshaw 
(1948) stated that the normal indices obtained by this 
method ranged from 70 to 200 units of diastase per 
millilitre of serum. The lipolytic activity is measureg 
by allowing the serum to act on an olive-oil emulsion 
for 24 hours: the fatty acids set free are neutralized 
by an N/20 solution of sodium hydroxide. Wapshaw 
after investigating 76 subjects, found the range of 
normal serum lipase levels to be 0 to 1.5 ml. of N/» 
NaOH per ml. of serum. 

The value of serum enzyme determinations in acute 
pancreatitis is now fairly well established, and Elmay 
(1937) thinks these tests have shown that acute oedema. 
tous pancreatitis (acute transient pancreatitis) is more 
common than was formerly realized. Wapshaw found, 
that the diastase and lipase tests were equally satisfactory 
but that their clinical application was limited to the 
initial stages of the disease. Sauchez-Ubeda and 
Rousselot (1951) studied the serum enzymatic responses 
after stimulation of external pancreatic secretion with 
secretin and methacholine, and they demonstrated 
consistently higher response of serum diastase in patients 
with certain stages of pancreatic disease than in normal 
subjects. These authors suggested that in the presence 
of pancreatitis obstruction of the outflow of juice would 
lead to a state of secretion retention within the gland 
and a greater absorption of the ferments into the general 
circulation. 'Wapshaw (1953), while investigating the 
influence of morphine on the pancreas in 84 normal 
subjects, found that the serum enzyme concentrations 
were significantly raised in 39% of the series, and here 
again it was suggested that morphine, by its excitant 
action on the sphincter of Oddi and neighbouring 
muscle, produced a state of secretion retention within 
the pancreas. He found that carbachol alone did not 
materially affect serum enzyme concentration, but it 
appeared to intensify the effect of morphine. 


Present Series 


In my practice pancreatitis has been established in 2B 
patients during the past six years ; they have been subdivided 
into cases of acute haemorrhagic pancreatitis (15 cases), 
acute transient pancreatitis (11 cases), and chronic atrophic 
pancreatitis (2 cases). This clinical classification has been 
found useful and convenient. The diagnosis of acute hae 
morrhagic pancreatitis was confirmed by laparotomy or by 
post-mortem examination in every case, and in 6 of the 1§ 
patients the disease was fatal. During the same period 49 
cases of acute appendicitis with 4 deaths and 128 cases 
of acute perforation of gastric or duodenal ulcer with 8 
deaths were seen in patients over 14 years of age. 

A history of severe abdominal pain of sudden onset, felt 
at first across the upper abdomen and accompanied by 
nausea and vomiting, was obtained in every case. Abdom- 
inal tenderness was also present in all instances, and in early 
cases was most pronounced in the right hypochondrium and 
epigastrium. These features were not, however, considered 
sufficient for firm clinical diagnosis, and many of the clinical 
findings regarded as characteristic of acute pancreatitis were 
absent. The pain was referred to the back in only two 
instances and cyanosis was noted only once, Tenderness 
in the right loin was present in two patients, but left lom 
tenderness was not noted. One patient was jaundiced on 
admission to hospital, and in two there was glycosuria. 
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The 11 patients with acute transient pancreatitis all gave Tas.e I 
a history of recurrent attacks of abdominal pain associated 
with nausea and vomiting. In some the history suggested thie Serum Excretion 
Clinical Data of Diastase|(ml.N/20| Diastase 


recurrent attacks of biliary colic, while in others it was 
more suggestive of gastro-duodenal disease. Four of these 
patients had been jaundiced on one or more occasions, but 
glycosuria was not present in any of them. In five patients 
gross thickening and induration of the pancreas was con- 
firmed at laparotomy, and in the remaining six the diagnosis 
.was made only after a cholecystogram and barium-meal 
x-ray examination had failed to reveal any abnormality. In 
6 of the 11 cases it was necessary to obtain a cardiologist’s 
opinion in order to exclude heart disease. 

A diagnosis of chronic atrophic pancreatitis was made in 
two elderly female patients. Both complained of lassitude, 
flatulent dyspepsia, and frequent pale bulky stools. Glyco- 
suria was not present in either patient, and a cholecystogram 
and barium-meal x-ray examination did not reveal any 
abnormality. In one, 65% of the fat in the stool was 
“split fat”; in the other, 85%. Neither had been relieved 
by a low-fat diet, but administration of pancreatin resulted 
in marked clinical improvement in each case. 

In order to assess the value to the clinician of the amylase 
and lipase levels in blood and urine, and the serum enzy- 
matic response to pancreatic stimulants in cases of pancrea- 
titis, the following investigations were carried out. The 
serum amylase and lipase levels were measured in 25 normal 
fasting subjects. The lowest amylase reading obtained was 
88 units and the highest 229 units, and the lipase levels 
varied between 0.01 and 1.5 ml. of N/20 NaOH. It has 
been decided that for this hospital laboratory the range of 
normal indices for amylase is 80 to 230 units per ml. of 
serum, and for lipase 0.01 to 1.5 ml. of N/20 NaOH per 
ml. of serum. 

In the same 25 normal subjects the serum enzymatic 
response to various pancreatic stimulants was investigated 
by measuring the serum amylase and lipase levels before 
and one hour after administering the stimulants. Morphine, 
when it was used, was given in 4-gr. (16-mg.) doses sub- 
cutaneously and 10 minutes earlier than the other stimu- 
lants—that is 70 minutes before the second specimen 
of blood was taken from a vein. Methacholine, 25 mg. 
intramuscularly, was used to stimulate vagal secretion from 
the pancreas. Secretin was given in doses of 40 units intra- 
muscularly and pancreozymin in doses of 100 units infra- 
venously. Five subjects had pancreozymin alone, five 
secretin alone, three methacholine alone, seven methacholine 
and secretin, and five morphine and pancreozymin. No 
significant rise in serum amylase or lipase levels was 
obtained in any of these experiments. 

Seven of the nine patients who recovered from acute 
haemorrhagic pancreatitis were similarly investigated: the 
fasting serum amylase and lipase levels were within normal 
limits in every case, and no significant rise followed the 
administration of methacholine and secretin. The five patients 
suffering from recurrent pancreatitis, in whom the presence 
of gross thickening and induration of the pancreas had been 
confirmed at laparotomy, were given morphine, secretin, and 
pancreozymin, but again no significant rise in serum enzyme 
levels was obtained. 

The results of investigations in the three patients with 
acute haemorrhagic pancreatitis encountered during 1954 are 
shown in Table I. 

Forty-one patients with acute abdominal conditions in 
whom the diagnosis was later confirmed by laparotomy had 
blood withdrawn for serum amylase and lipase estimation 
immediately after admission to hospital, and the output of 
urinary diastase during the first 24 hours in‘ hospital was 
measured. The results are summarized as follows. 

In acute appendicitis (14 cases), acute cholecystitis (5 
cases), acute perforation of diverticulum of pelvic colon (3 
cases), acute obstruction with gangrene of small bowel (4 
cases), and acute obstruction of large bowel (1 case) the 
Serum amylase and lipase levels were within normal limits. 


Observa- | per ml. | NaCH | during Ist 
tion Serum = 24 Hours 
) | in Hospital 





Male, aged 62. Jaundice and 8 hrs. 2,400 a 
vague epigastric discomfort for 
a week before onset of acute | 8th day 533 2-95 
abdominal pain. Laparotom 
on day of admission: blood. 








and bile-stained fluid in peri- | 4 mths. 200 0-31 202,917 
toneal cavity and fairly wide- after units 
spread fat necrosis. No stones | recovery 
in G.B. or C.B.D. Cholecysto- 
stomy and choledochostomy 
performed. Patient recovered 

Female, aged 56. Progressive 24 hrs. 1,060 3-55 
improvement after admission | 13th day, 123 1-15 4,150 
until afternoon of 13th day, at units 
when severe pain and nausea | 3.30 p.m. 
returned. Laparotomy on 20th | 13th day, 266 5-8 
day: moderate bile-stained at X 
effusion and fairly widespread | 11.30 p.m. 
fat necrosis. Numerous small | 3 mths. 106 0-02 
calculiin G.B. Nonein C.B.D. after 
Cholecystectomy and choledo- | recovery 
chostomy performed. Recovered 

Feznale, aged 77. Observed dur- 4 hrs. 1,600 oo 
ing attack 15 months previ- 
ously, when laparotomy re- 8 es 800 3-05 16,492 
vealed widespread fat necrosis, units 


no gross abnormality of biliary | 3 mths. 145 1-0 
closed after 


rming diagnosis. 
Present attack milder, and 
acute symptoms subsided after 
seven days. Recovered 

















In four patients with calculi in the common bile duct and 
jaundice the serum amylase levels were 200, 229, 356, and 
228 units per ml. of serum. The serum lipase levels were 
normal. 


In one patient with perforated ulcer of the lesser curve 
of the stomach, close to the pylorus, the serum diastase 
level was 266 units per ml. of serum. The serum lipase 
was normal. In nine patients with perforated ulcers of the 
anterior wall of the first part of duodenum, high serum 
amylase readings were obtained in five instances—namely, 
236, 400, 267, 533, and 530 units per ml. of serum. The 
serum lipase readings were normal in eight of these patients, 
but in one instance a reading of 2.4 ml. of N/20 NaOH per 
ml. of serum was obtained. 

The output of urinary diastase during the first 24 hours 
in hospital in these 41 patients varied within very wide 
limits, but it may be said that the highest figures were 
obtained in cases of perforated duodenal ulcer. The results 
are summarized in Table II. 


TABLE II.—Output of Urinary Diastase 














Urinary Diastase Excretion 
Diagnosis Highest Lowest Average 
(Units) | (Units) | Ohi” 
Acute appendicitis (14 cases) .. 59,000 2,871 13,224 
Acute cholecystitis (5 cases) .. 44,000 5,280 15,192 
Acute perforation of diverticulum 
of pelvic colon (3 cases) +4 43,000 2,720 19,888 
Acute intestinal obstruction ( 
cases) .. me es a 32,000 7,000 26,066 
Calculi in C.B.D. and jaundice 
pi —— pe ee 12,820 1,745 7,264 
te oration of peptic ulcer 
(10 cases) es be is 120,744 2,500 62,226 











Summary and Comments 

The major advances in the understanding of the 
mechanism of control of external pancreatic secretion 
are reviewed and the difficulties encountered in applying 
this knowledge to clinical practice discussed. 

A personal experience of 28 cases of pancreatitis is 
summarized in order to illustrate the diagnostic diffi- 
culties encountered. The relative incidence and impor- 
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tance of acute haemorrhagic pancreatitis with two com- 
mon acute abdominal conditions are noted. 

The serum amylase and lipase levels were measured 
in 25 normal subjects and in 12 patients with past or 
present pancreatic disease. No _ significant serum 
enzyme response was obtained afier pancreatic 
stimulation with morphine, methacholine, secretin, or 
pancreozymin in any of the individuals investigated, 
and the suggestion that the response obtained with 
these substances may be of value as an indication of 
the presence of pancreatitis was not confirmed. 

The serum amylase and lipase levels were investigated 
in three cases of acute haemorrhagic pancreatitis and in 
certain other acute abdominal conditions ; the highest 
readings were obtained in acute pancreatitis, but a two- 
fold or threefold increase was found to be fairly com- 
mon in cases of perforated duodenal and juxtapyloric 
ulcers, and high levels were recorded in patients with 
calculi in the common bile duct. 

The excretion of urinary diastase during the first 
twenty-four hours in hospital was measured in three 
cases of acute pancreatitis and in 41 other patients with 
acute abdominal disease: wide variations were recorded, 
and this investigation is not considered useful or reliable. 
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Hypopituitarism is an important sequel of severe post- 
partum haemorrhage (Sheehan and Murdoch, 1938), 
and may lead to secondary hypothyroidism. Primary 
(idiopathic) myxoedema may also first become evident 
during the post-partum period. Frank myxoedema is 
seldom an early feature of hypopituitarism ; yet when 
the onset of myxoedema appears to have been preceded 
by post-partum shock it is natural to suspect that the 
primary lesion may lie within the pituitary gland. 

In practice it may be hard, on purely clinical grounds, 
to distinguish between primary and secondary myx- 
oedema. We propose, therefore, to draw attention to 
four patients. whose disabilities, though dating from a 
post-partum haemorrhage or shock, were nevertheless 
found to be due to primary and irreversible thyroid 
failure, and were fully corrected by thyroid hormone 
alone. In these patients the diagnosis was established 


Ba 
most clearly by a careful assessment of anterior Pitui 
function and by radio-iodine tests after thyrotrophin 


(T.S.H.) injections. The validity of this last test we will 
attempt to evaluate by analysing the results obtained 
from its use in other patients. 


Case 1 (E.I. 168467) 


The patient, aged 33, was admitted with obvious myx- 
oedema in 1947. Symptoms of anaemia dated from a mis- 
carriage in 1944 which was accompanied by a severe uterine 
haemorrhage requiring blood transfusion. Menstruation 
then returned, and in November, 1946, the patient had a 
normal delivery, followed by amenorrhoea and symptoms 
of myxoedema, Lactation had occurred, but was inade. 
quate. 

Examination (August, 1947) showed obvious myXoedema, 
hypotension (B.P. 90/60), and moderate anaemia (Hb, 126 
g./100 ml. ; R.B.C., 3,300,000 ; M.C.V., 100 cubic, microns: 
M.C.H.C., 37%). Tests of endocrine function showed: 
B.M.R., —49°% (Boothby and Sandiford standards) ; plasma 
cholesterol, 400 mg. per 100 ml.; E.C.G., low voltage ang 
flat T waves; urinary 17-ketosteroids, 1.9 mg./24 hours ; 
water-excretion tests, 56 and 70% excretion of water dose 
in three hours* ; insulin-tolerance test (0.1 unit/kg.), hypo- 
glycaemic unresponsiveness (blood sugar at two hours=65% 
of fasting level); urinary excretion of follicle-stimulating 
hormone (F.S.H.), between 4 and 8 mouse units in 24 hours, 

At first, because pituitary failure was suspected, she was 
given testosterone (600-mg. implant). This did not correct 
the anaemia or E.C.G. voltage, but caused a slight improve. 
ment in her general condition. Later, both of these abnor 
malities, and also the hypoglycaemic unresponsiveness, were 
fully corrected by thyroid extract alone (180 mg. a day), 
Menstruation returned in December, 1947, infrequent at 
first, but giving way to menorrhagia when the dose of thy- 
roid extract was reduced early in 1953. The urinary F.SH. 
excretion had risen to over 48 m.u./24 hours by December, 
1951, and to over 96 m.u. the following year. After raising 
the dose of thyroid extract to 360 mg. a day, the urinary 
F.S.H. excretion fell to between 24 and 48 m.u. ; the menor- 
rhagia took longer to subside. Otherwise the patient has 
remained well on thyroid treatment alone. Results of the 
radio-iodine tests (November, 1951) are shown in the Table, 


Case 2 (C.C. 127563) 


The patient, aged 20, ruptured her uterus and suffered a 
post-partum haemorrhage, due to uterine inversion, at the 
end of her first pregnancy, in 1949. She was given a blood 
transfusion, and lactation was suppressed by oestrogens, 
Five months later menstruation returned with menorrhagia 
and other signs of myxoedema. 

On examination (November, 
myxoedema and hypotension (B.P. 90/65). The breasts, 
sexual hair, and uterine size were normal. Tests of endo 
crine function showed: B.M.R., —28% (Boothby and Sandi- 
ford standards); plasma cholesterol, 374 mg. per 100 ml; 
E.C.G., low voltage and flat T waves; urinary 17-keto 
steroids, 4.4 and 4.3 mg./24 hours; water-excretion test, 
only 10% of water dose excreted in three hours (normal 
exceeds 70%); insulin-tolerance test (0.1 unit/kg.), normal; 
eosinophil responses to corticotrophin and adrenaline (Thom 
test), normal ; urinary F.S.H. excretion exceeded 48 m.u./24 
hours. Endometrial biopsy showed a hyperplastic prolifer- 
ative endometrium. Results of the radio-iodine tests 
(November, 1951) are shown in the Table. 

The patient has remained well on treatment with thyroid 
hormone alone (thyroxine, 0.3 mg. a day), and has since 
had a normal delivery. The E.C.G. has reverted to normal, 
and she now excretes 88% of a water dose in three houts. 
The menorrhagia has responded to thyroxine, and the 
urinary F.S.H. excretion has fallen to between 5 and 50 
m.u./24 hours. 


*Normal excretion of water dose (20 ml./kg.) exceeds 10%: 
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Radio-iodine Tests after Thyrotrophin Injections (T.S.H.) 
ange ie Illness Duration | _T.S.H. Injections Oral Radio-iodine Tests After T.S.H. I 
ears Before 2nd Test (Pre-T.S.H. Results in Brackets) 
—— Case 7 . Urinary Data T.S.H. 
poo No. oe Preparation* | No of 48-hr. Response 
= Si Myxoedema an Da Neck Total 0-48 Hr. wr 
& HD Daily Dose YS | (% Ad. Dose) | Excretion Indext 
PH. (% Ad. Dose) 
: i ‘Normal = 30-50% | N. = 37-69% | N.=2 8-13) 
Controls 5 H.W. - in Aémi. 5 73 (53) 3-6 (42) | 28 (4-3) Yes 
6 E.c. — aa A4mi. 5 = 15 (30) 77 (8) ~ 
7P.A. - - T 10 USP. 1 73 (-) 31 (42) 18 (10) ol 
Thyroid addict (10 years) 8 M.C. - A4émi. 5 23 (1-6) 65 (84) 3507 f 
Taysold behest 
Without obvious| 9 M.B. (a) 7 — A 2 ml. 8 100 (? 20 oe 18 (13) }e 
myxoedema M.B. (b) 10 oe T 10 US.P. 1 35(—) 48 (49) 31 G3) ; 
¢ 10 MC. 4 ae A4mi. 5 34(—) 30 (52) 9-1 (1-9) Yes 
§ 11 E.K. 20 a ye eps 3 67 (-) 32 (36) 14 3) es 
3 With clinically | 12 V.H. 3 1-2 A4ml. 5 6 (—) (77) 2 (1-4) 2 
z= obvious 13 A.T. 3 1 Ade « 5 4 (8) 31 (87) 24 (1-6) Yes 
& myxoedema | 14N.C. 15 5 aa a 5 28 (10) 57 (81) 2-6 (0-8) 2 
2 ISLF. 26 7 rt Ge 8 .4(— 89 (71) Il (1-0) No 
2 16 J.B. (a) 14 2-3 re ies 6 10-5 (5) 70 (73) 1-6 (1-4) } 
J.B. (b) 15 3-4 TI0US?P. 1 sol 2 1-4 ” 
17 L.C. 9 6 TOUS. 1 0-4(—) 89 (79) 1-1 (1-8) te 
. oedem: 1 E.l. (7) A2ml. 7 <2(-) 92 (94) 1-4(1-1) »” 
reece ene) ite 2 C.C. (2) 1} A4 ,, 9 $473 69 (72) 21-2) oe 
3L.M. @) | 2 {? wusEa| § <5(-) 77 (97) 42024 . 
4Lv. (1) 4 A4ml. 5 2(-) 79 (81) 3-6 (1-4) ri 
oedema (clini- | 18 E.K. ae 2-3 A4ml. 5 7-4(—) 74 (75) 1-7 (3-0) " 
oo 19 M.Hi ne i A4 5 ie 83 (68) 68 G4 ~ 
20 A.M. on 2-3 3 5 1-2 (1-0) 81 (77) 1-1 (1-3) a 
21 F.0. o~ 2, [{tirusrwm| 5 1-4 (0-5) 84 (84) 1-4 (2-0) a 
22 LT. -_ 4 e 5 40 79 2-1 ‘. 
23 M.G. shes 15 (cretin) a 5 <10(-) 91 (97) 2-1 (2-0) * 
24 E.C. va 10 - 5 a 84 (87) 1-4 (1-2) Xe 
25 H.E. wt 4-5 A8 mi. 4 3 (1) 70 (62) 1-2 (0-8) on 
26 LT. on 10 T 10US.P. 1 2(—) 61 (62) 1-5 (0-3) ns 
27H. -“ 2 TIOUSP. i 3 (3) 73 (82) 1 12 
28 T.D. pa 15 (cretin) | T 10 U.S.P. 1 1 (0) 78 (97) 1-4 (2: a 
29 V.R. =a 18 T 10 U.S.P. 1 '<-5 84 (89) 1:1 (1-7) be 
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* T.S.H. preparations: A=“‘ Ambinon B”; T=‘“* Thytropar.” 


Many of the patients received thyroid extract throughout the tests: ‘10 gr. (0-65 g.)/day (8), 3 gr. (0-2 g.)/day (21, 22), 1 bar” (0-1-0-13g.)/day (3, 19, 23). 


+“ T” index =index of extrarenal disposal rate or of thyroid uptake derived 


Case 3 (L.M. H 8208 G) 


This patient became severely myxoedematous in 1952, at 
the age of 25. Three months earlier her first pregnancy 
had ended with the delivery, by caesarean section, of an 
overdue child after four days of labour. This was followed 
by post-partum shock, though the bleeding apparently was 
not excessive, and by complete failure of lactation. Normal 
menstruation did not return, though lower abdominal pain 
occurred at monthly intervals, accompanied latterly by a 
slight show. The symptoms of myxoedema had been re- 
lieved, though incompletely, by a small dose of thyroid 
extract (60 mg. a day). 

On examination (February, 1955) one week after stopping 
thyroid treatment her skin and general appearance were 
those of mild myxoedema. The sexual hair, breasts, and 
vaginal epithelium were normal, and there was no loss of 
pigment in the skin or nipples. 

Tests of endocrine function showed: B.M.R., —14% 
(Robertson and Reid standards) ; plasma cholesterol, 270 mg. 
per 100 ml.; E.C.G., normal ; urinary 17-ketosteroids, 11.4 
mg./24 hours; water-excretion test, 103% of water dose 
excreted in three hours (normal exceeds 70%); insulin- 
tolerance test (0.1 unit/kg.), return to 80% of fasting level 
at 45 minutes and to 84% at 2 hours;-urinary F.S.H. ex- 
cretion, less than 5 m.u./24 hours.* Results of the radio- 
iodine tests (February, 1955) are shown in the Table. Three 
months after these investigations had been completed the 
patient was found to be pregnant, and this was later con- 
firmed radiologically. 


Case 4 (L.V. 131003) 


_ The patient, aged 40, was admitted with virus pneumonia 
in May, 1952. At a confinement 12 months earlier the 


“Occasionally found in normal subjects at this laboratory. 





from three urinary samples (Fraser ef al., 195 


blood loss had been slightly excessive, and was foliowed by 
heavy lochial bleeding for two months. Menstruation had 
then returned, with moderate menorrhagia. For at least four 
months she had complained of lassitude, pallor, anorexia, 
constipation, and paraesthesiae of the hands. 

On examination she was pale and febrile, with signs of 
right basal pneumonia, but without any obvious myx- 
oedema. 

Investigations showed: Hb, 10.2 g./100 ml.; R.B.C., 
3,100,000; M.C.V., 108 cubic microns; M.C.H.C., 30% ; 
W.B.C., 8,000; sternal marrow, normoblastic hyperplasia ; 
direct Coombs test positive, indirect positive at 20° C., nega- 
tive at 37° C.; B.M.R., —25% (Boothby and Sandiford 
standards) ; plasma cholesterol, 240 mg. per 100 ml. ; E.C.G., 
low voltage. Diagnoses of virus pneumonia, with haemo- 
lytic anaemia due to cold agglutination, and probable hypo- 
thyroidism were made. 

On readmission three months later, tests of endocrine 
function showed plasma cholesterol, 325 mg. per 100 ml. ; 
urinary 17-ketosteroids, 1.6 and 2.5 mg./24 hours; water- 
excretion tests, 59 and 71% excretion of water dose in three 
hours (normal exceeds 70%); insulin-tolerance test (0.1 
unit/kg.), increased insulin sensitivity and hypoglycaemic 
unresponsiveness (blood sugar, 63% of fasting level at two 
hours) ; urinary F.S.H. excretion, less than 6 m.u./24 hours.* 
Results of radio-iodine tests (August, 1952) are shown in the 
Table. 

On treatment with thyroid extract alone (120 mg. a day) 
the patient has remained well, with a normal E.C.G., and 
the haemoglobin has risen to 81%. 


Radio-iodine Tests Before and After Thyrotrophin 


In these four patients there was no significant uptake of 
radio-iodine either before or after a five- to nine-day course 
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of T.S.H. injections (see Table). With the knowledge that 
the T.S.H. was potent (see below) and on the assump- 
tion that it was given over a long enough period, these 
results would point to irreversible atrophy of the thyroid 
gland. 

Normally the uptake of radio-iodine imcreases within 24 
hours of an adequate dose of T.S.H., unless there is disease 
or atrophy of the thyroid gland. When secondary (hypo- 
pituitary) myxoedema has lasted for some years or is severe, 
so that the thyroid gland may be sluggish to respond, it 
may be necessary to give the T.S.H. for several days. Our 
practice, therefore, has been to give this hormone for at 
least five days before the second radio-iodine test. This 
procedure has already been recommended for testing patients 
whose myxoedema is suspected of being secondary to hypo- 
pituitarism (Querido and Stanbury, 1950; Werner et al., 
1950; Perloff et al., 1951). Regardless of whether they are 
taking thyroid hormone, hypopituitary patients should 
respond to T.S.H., if this be given for several days, unless 
there is also severe thyroid atrophy. Such a test cannot 
assess anterior pituitary function directly, and can only 
determine whether an inactive thyroid gland is able to 
respond to the normal thyrotrophic stimulus. When there 
is no response, as in the four cases described, this does not 
exclude the possibility that the adenohypophysis may also 
be irreversibly damaged ; anterior pituitary function must 
then be assessed by other tests. 

In the Table we have included our data from radio-iodine 
tests in 25 other patients after T.S.H. injections. In those 
who served as controls, without evidence of thyroid or 
pituitary disease, the uptake of radio-iodine increased after 
T.S.H, In the thyroid addict, who for 10 years had been 
taking thyroid extract for neurasthenia and more recently 
at a dosage of 0.6 g. a day, the uptake was brought iato 
the low normal range. By contrast there was no significant 
uptake after T.S.H. in any of the 12 patients whose myx- 
oedema appeared clinically to be due to primary thyroid 
disease, whether or not they had been receiving thyroid 
hormone. The nine patients with typical hypopituitarism 
fell into two groups when assessed by their thyroid status— 
three patients without and six patients with obvious clinical 
features of myxoedema. Of the first group, two showed a 
definite and one a probable response to T.S.H. The response 
in the second group was definite in one, doubtful in two, 
and absent in three patients, although, with one exception 
(No. 17), T.S.H. was given for five to eight days. 


Secondary but irreversible atrophy of the thyroid gland 
can evidently occur as a result of long-standing hypo- 
pituitarism, and will be found among cases of this con- 
dition with obvious myxoedema, Except in the three 
patients with hypopituitary myxoedema who did not 
respond, these results agreed with those of earlier reports 
(Querido and Stanbury, 1950; Werner et al., 1950; Perloff 
et al., 1951). A failure to respond to T.S.H. has been 
reported in only one other severe and long-standing case of 
hypopituitarism (Querido and Stanbury, 1950), and more 
recently in 2 out of 20 cases of pituitary insufficiency (Vale 
et al., 1955). 


Discussion 

These patients had obvious myxoedema. At any early 
stage of the disease it was shown, by means of radio-iodine 
tests after the administration of T.S.H., that the thyroid 
failure was irreversible, and so probably due to primary 
atrophy of the gland. It is possible, though the necessary 
evidence is so far lacking, that a failure of pituitary thyro- 
trophic function may lead occasionally, and at an early 
Stage, to irreversible thyroid atrophy, for instance, in a 
patient already destined to develop primary myxoedema. If 
this, however, were the mechanism in the present four cases, 
it would also have to be assumed that the only pituitary 
function affected was that of T.S.H. secretion, since the 
adrenal and gonadal functions were still intact, and lactation 
had failed only in one case (No. 3). Apparently, no proved 


ae 
example of such a selective thyrotrophic failure has 
been reported (Fraser and Garrod, 1954), though failure of 
thyrotrophic and corticotrophic, without that of 
trophic, function has been described in one case (Wilsoy 
et al., 1954, 1955). 

The onset of myxoedema is usually slow and insidj 
In the present four cases, therefore, it is possible that the 
thyroid gland had already started to atrophy before o 
during pregnancy, and that this process had merely become 
accelerated by the occurrence of a mild subclinical pity; 
necrosis. Against this possibility were the very high titres ¢ 
urinary gonadotrophins in two of these cases, and the hig. 
tories of lactation in three. 

Our T.S.H. tests in patients with hypopituitarism hay 
shown that occasionally the thyroid gland may become ine 
versibly atrophied after a decade or more of this diseag 
This was certainly so in two of the present cases, and hy 
also been reported in one other patient by Querido agg 
Stanbury (1950). These last three patients all had grog 
Simmonds’s disease, of long duration in two. It was th 
possible, however, that primary myxoedema might have beg 
coincidental in Case 16, which has already been describ 
elsewhere (Garrod and Gilliland, 1954). In this instane 
a severe post-partum haemorrhage, followed by failure gf 
lactation, had occurred 14 years earlier, although othe 
symptoms of pituitary failure had been present for only two 
years. Fibrosis or complete atrophy of the thyroid glang 
has been found at necropsy in a small proportion of hypo. 
pituitary patients (Sheehan and Summers, 1949). Our fing 
ings suggest that the thyroid gland will become irreversibly 
atrophied in some, though not all, patients with Simmonds; 
disease who are obviously myxoedematous. Provided that 
this possibility is borne in mind, radio-iodine tests afte 
stimulation by T.S.H. should prove useful in assessing 
patients whose myxoedema is thought to be secondary 
to hypopituitarism. 

In conclusion, there are three reasons for believing that 
myxoedema was due to primary thyroid failure, rather thay 
secondary to hypopituitarism, in these four patients: (f) 
the thyroid failure proved to be irreversible at an early 
stage of the disease ; (2) after treatment with thyroid hor 
mone alone there was no evidence of hypopituitarism ; and 
(3) thyroid hormone alone fully corrected the disabilities, 


Summary 


Four cases are reported in which the onset of 
myxoedema appeared to date from post-partum shock 
or haemorrhage, but in which there was no evidence 
of hypopituitarism. 

In none of these patients were there any signs of 
adrenal or gonadal insufficiency when tested after treat- 
ment with thyroid hormone alone, which fully corrected 
their disabilities. 

Though the myxoedema was of recent onset, there 
was no thyroid uptake of radio-iodine, even after thyro 
trophin (T.S.H.) injections had been given for five to 
nine days. 

The results of radio-iodine tests in 25 other casts, 
before and after T.S.H. injections, are also presented. 
In two severe cases out of nine patients with hype 
pituitarism, and m all of 12 patients with primaty 
myxoedema, there was no thyroid uptake of radio-iodine 
after an adequate course of T.S.H. injections, whereas 
all of the remaining patients (including a thyroid addict 
of 10 years’ duration) showed an increased thyroid 
uptake. 


Our thanks are due to Professor A. Kekwick for allowing 
to study Case 3, and to Miss J. Briscoe and Mrs. M. Gray, of the 
radio-isotope laboratory of the Postgraduate Medical School, and 
Dr. R. Ekin, of the physics department, the Middlesex Hospi, 
for help with the radio-iodine tests. 
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RETROMESOCOLIC HERNIA 


BY 


CAREY C. K. SMITH, M.B., F.R.C.S. 
Senior Surgical Registrar, St. James’ Hospital, London, 
S.W.12 


Intra-abdominal herniae, excluding those which follow 
operative procedures such as gastro-jejunal anastomosis 
with or without gastrectomy (Stammers, 1954), are rare ; 
a little over half are retromesocolic, occurring in the 
region of the duodeno-jejunal flexure. 

Moynihan and Dobson (1906) described nine duodenal 
fossae ; herniation occurred into only four of these. It 
would appear that herniation never occurs into the very 
common superior and inferior duodenal fossae, one or 
both of which are present in over three-quarters of 
the population ; neither does it occur into the somewhat 
less common posterior duodenal and duodenal-jejunal 
fossae, 

The most common retromesocolic hernia is the left 
duodenal hernia which takes place into the paraduodenal 
fossa (in the free border of which lies the inferior 
mesenteric vein). Somewhat less common is the meso- 
colic hernia into the mesocolic fossa, bordered by the 
ascending branch of the left colic artery ; and the right 
duodenal hernia, which takes place into the mesenterico- 
parietal fossa behind the superior mesenteric artery. 
More rarely still is seen the infra~-duodenal hernia into 
the fossa of the same name. 

Moynihan and Dobson’s ninth fossa is the intermeso- 
colic fossa (recessus intermesocolicus transversus of 
Brésike). This fossa is very rare; Brésike described 
six cases, and Toldt one probably of this nature 
(Moynihan and Dobson, 1906). Moynihan and Dobson 
considered that this fossa was never likely to develop 
hernial contents, but Schwalbe (1904) suggested that a 
hernia into this fossa may rupture through the meso- 
colon into the lesser sac, thus explaining certain trans- 
—" herniae such as the case described by Chalmers 
1905). 


Description of Case 

A girl aged 5 was admitted to hospital on September 14, 
1954, having suffered for some 24 hours from generalized 
abdominal pain, associated with nausea but not with vomit- 
ing. The pain was getting worse and was colicky in nature. 
There had been no previous similar attacks. On examina- 
tion the child was fretful, her temperature was 100.4° F. 
(38°C), her tongue was clean. The abdomen was tense 
and tender all over, more on the right side than the left, but 


there was no rigidity, The bowel sounds were active. Rectal 
examination revealed nothing abnormal. The tenderness was 
sufficient to suggest a diagnosis of appendicitis. 

At laparotomy shortly after admission, through a 
McBurney incision, the right iliac fossa was found to be 
empty and the caecum could not be found. The small 
bowel was considerably distended. The incision was ex- 
tended upwards and an unsuccessful search made for a sub- 
hepatic caecum: the transverse colon when traced to the 
right appeared to terminate at a normally placed hepatic 
flexure. The ileum was then followed ; the dilated terminal 
ileum disappeared upwards behind the transverse mesocolon. 
Further palpation then revealed the caecum and appendix, 
with terminal ileum and ascending colon, to be rotated 
upward and lying in a pouch of peritoneum some 2 in. 
(5 cm.) deep behind the transverse mesocolon, to the right 
of the middle colic 
artery, and in front of 
the duodenum and pan- 
creas (see Diagram). 

The caecum lying in 
the sac was felt to be 
dilated, and the appen- 
dix, which was lying in 
front of the caecum 
with the tip directed 
downwards, was tense. 
During the manipula- 
tions slight traction was 
exerted on the terminal 
ileum, and suddenly the 
contents of the pouch 
were reduced. The 
terminal ileum, the cae- 
cum, and the ascending 
colon, all somewhat 
dilated, lay comfortably 
in their normal posi- 
tion, and showed no 
tendency to redisplace- 
ment. The appendix was 
now retrocaecal, with 
the tip pointing upwards; being tense and injected, it was 
removed, and was later found to contain many threadworms. 
The abdomen was closed and the child made an uninter- 
rupted recovery, being discharged from hospital within a 
week. 

Comment.—The clinical picture in this case was not 
typical of appendicitis, and it is probable that the symptoms 
were due to obstruction from hernial incarceration, pre- 
cipitated by an increase in the tension in the hernial sac 
as a result of a mild inflammation of the appendix due to 
threadworms. Alternatively, the somewhat tense and injected 
appearance of the appendix may have been entirely secon- 
dary to the obstruction, the threadworms being a purely 
incidental finding. Whether the herniation into the pre- 
formed sac occurred at the onset of symptoms the day 
before, or whether it occurred some time previously, it is 
not possible to say, though there were no fine adhesions 
present to suggest a long-standing herniation. Simple reduc- 
tion of the hernia is considered by Hansmann and Morton 
(1939) to be all that is necessary in such cases ; they believe 
that agglutination of adjacent folds of peritoneum rapidly 
occurs, fixing the reduced parts in their normal position. 


Discussion 


The intermesocolic fossa of Brésike, which may occur on 
the right side as well as on the left, is the only described 
fossa which may possibly correspond to the above case. 
There are certain differences, however. The right fossa of 
Brésike would appear to be a narrower fossa running in the 
layers of the transverse mesocolon towards the right, with a 
relatively narrow opening directed downwards and to the 
left, the fossa itself being rather a potential than an actual 

















Retromesocolic hernia. Diagram to 

show position of sac behind trans- 

verse colon and transverse meso- 
colon. 
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pouch, formed by fusion of an abnormal fold, the plica - | 
inframesocolica transversa, Medic Mi 
The fossa in the present case was an actual peritonealized a emorandum 
pouch—the mesocolon forming its anterior wall extending === 


upwards behind the stomach and lesser sac, the posterior 
parietal peritoneum overlying the third part of the duo- 
denum and the pancreas forming the posterior wall. The 
relatively wide stoma, some 14 in. (3.9 cm.) in diameter, 
was directed downwards and somewhat to the right, with 
the middle colic artery lying to the left of the stoma. There 
was no fold suggestive .of.a. plica inframesocolica transversa, 
and it is possible that the pouch was formed simply by the 
mesocolon being carried to a higher level at this point than 
normal before fusion with the parietal peritoneum. 

The hernia was probably of the acquired variety into a 
preformed congenital pouch. It is difficult to see how the 
hernia could be a developmental anomaly either according 
to the theory of Treitz (1857), who considered that “ the 
fossae are deepened and widened by the pressure and peri- 
staltic movement of the intestines to produce a true hernial 
sac,” or to that of Andrews (1923), who ascribed duodenal 
herniae as due to imprisonment beneath the mesentery of 
the developing small bowel. Such herniae, according to 
Andrews, contain ‘only small bowel and usually at least half 
of the bowel, and the contents of the sac are adherent by 
thin adhesions of the retroperitoneal type. The hernia 
described in the present case fulfils none of these criteria. 
The complicated method of production of retromesocolic 
hernia described by Burnham (1953), really a combination of 
the theory of Treitz and that of Andrews, is also inapplicable 
in the present case. Tanner (1945) suggested that a posterior 
gastric ulcer may attach itself to the transverse mesocolon 
and pull out a pouch, thus forming a hernial sac, which may 
later rupture through into the lesser sac. He described a 
case of this nature, but-the present case bears no such 
explanation. 

Retromesocolic herniae almost invariably lie to the left of 
the middle colic artery ; descriptions of herniae to the right 
of this artery are rare, and there appears to be no descrip- 
tion of a hernia similar to the present case. It is possible 
that the case described by Smith (1945) of a hernia through 
a hole in the transverse mesocolon near the hepatic flexure 
might have resulted from the rupture of a sac similar to the 
one in this case. Hansmann and Morton described a sac 
extending behind the right side of the transverse mesocolon 
in much the same position, and containing terminal ileum 
and caecum, but the stoma lay in the right side of the ascend- 
ing colon and the sac was retroperitoneal. They considered 
that a hernia may occur at any point where peritoneum 
is not defended by parietes or by vessels or nerves in the 
mesentery. 


Summary 
An unusual case of retromesocolic hernia to the right 
of the middle colic artery is described. It is thought to 
have been an acquired hernia into a congenital sac. Its 
stoma did not correspond to any of the described fossa, 
with the possible exception of the very rare right inter- 
mesocolic fossa of Brésike. 


I thank Mr. N. C. Tanner for permission to report this case 
and for his helpful comments, and Miss C. Allen for the drawing. 
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Retroperitoneal Hernia. 


Diverticulum of a Meckel’s Diverticulum 


The pathology of Meckel’s diverticulum is almost as Varied 
as that of the rest of the gastro-intestinal tract, but, so far 
as is known, no case has been reported of diverticulosis of 
a Meckel’s diverticulum. 

The specimen was found incidentally in the course of 
laparotomy for abdominal pain in a 29-year-old man, The 
primary lesion was - 

a torsion of the \ 

omentum which 
did not seem to 
bear any relation 
to the apparently 
normal Meckel’s 
diverticulum. 

Macroscopic 
Anatomy. — The 
Meckel’s diverticu- 
lum, 2.5 cm. in 
length and 1 cm. 
in diameter at its 
base, was situated 
about 2 feet (60 
cm.) from the ileo- 
caecal junction. It 
arose near the '! ~ 


attachment of the yg, 1.—Meckel’s diverticulum, showing 

















3 4 cm, 


right leaf of the the diverticulum (D) and two peduncy 
ileal mesentery, lated tags of fat on its antimesenteric 
and hed iteclf a border and, opposite these, the remains 

i ' of the mesentery of the diverticulum (M), 
small triangular The tip of the diverticulum is indicated 


mesentery, the base by T. 

of which was 

attached to the mesentery of the ileum. Towards the free 
end of the antimesenteric border of the Meckel’s diverticy- 
lum were two pedunculated tags of fat, and just proximal 
to these, on the same border, was a small hillock about 
3 mm. in height (Fig. 1). 











Fic. 2.—Longitudinal section of the diverticulum arising from the 
Meckel’s diverticulum. 


Microscopical Anatomy.—The section shown in Fig 2 
is an approximately longitudinal section of the Meckel’ 
diverticulum. The lumen is tortuous and has been s& 
tioned in several planes. On the antimesenteric border ther 
is a small true diverticulum with all the normal components 
of bowel wall, including one lymph follicle. 


I am grateful to Mr. W. M. Robb, under whose care the patiest 
was admitted, for permission to publish this report, and to Dt 
W. Whitelaw for the photomicrograph. 


A. O. Witson, M.B., B.Sc., F.R.C.S.Ed, 
Surgical Registrar, Dudley Road Hospital, Birmingham. 
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TOPLEY AND WILSON 


and Wilson’s Principles of Bacteriology and Immunity. 
Be § Wilson, M.D., F.R.C.P., D.P.H., and A. A. Miles, 
CBE., M.A., M.D., F.R.C.P., 4th edition. (Volume I1— 
pp. 1-1,106; Volume II—pp. 1,107-2,331. Index of 48 pp. in 
each volume. £8 the set of two volumes.) London: Edward 


Arnold Ltd. 1955. 
There is perhaps no other branch of medical science in 
which any textbook occupies so pre-eminent a position as 
this one throughout the English-speaking world and beyond 
it. It must also be one of the most comprehensive modern 
works of any such nature to be compiled by only two 
authors ; lesser productions than this are written by a com- 
pany of individual experts whose efforts vary in merit and 
lack cohesion and completeness. The sheer industry and 
endurance required for incorporating in this text the 
advances of nine eventful years must alone command 
admiration. 

Revision has been far-reaching and thorough. There are 
now 2,331 text pages (previously 2,054), and, as an excep- 
tional example of expansion in the systematic section, 304 
species of Salmonella are named (previously 140). Exten- 
sive additions are in the chapter on bacteriophage, and in 
that formerly entitled “ Bacterial Variation ” but now headed 
“Variation and Inheritance in Bacteria” and dealing with 
such novelties as recombination and transduction. The 
accounts of filterable viruses and of the antibiotics have 
had to be expanded, and much new work is introduced in 
the chapters on morphology, bacterial metabolism, food- 
poisoning, and tuberculosis. Lesser additions and emenda- 
tions are almost innumerable. It has evidently been possible 
to omit very little, but the few lines given to anti-meningo- 
coccal serum in place of several pages is a significant 
example of appropriate deletion and indicative of the 
modern revolution in therapeutics. Terminology remains 
unaltered, the three least popular generic names current in 
the United States—Escherichia, Klebsiella, and Micrococcus 
—not having been adopted. The retention of the name 
Fusiformis for a genus in which only one of many species 
is fusiform sharpens one’s hope that some order may soon 
be brought into the classification of these neglected 
organisms. 

There are some excellent new electron-micrographs, and 
some of the illustrations of bacteria perpetuated from 
previous editions seem poor in comparison with them; 
those of three species of Neisseria, for instance, are really 
not recognizable, and suggest little except that the meningo- 
coccus is more pleomorphic and sometimes larger than the 
other two, which in fact it is not. A change which might 
be made in order to save space is the omission of Chapter 20 ; 
there are non-pathogenic bacteria, such as species of Bacillus, 
Chromobacterium, and Lactobacillus, which nevertheless 
have some interest in relation to infection, but the soil 
bacteria described here have none. The list of references 
in this chapter is probably the only one to which no addi- 
tions have been made; they range from 1852 to no later 
than 1944. Other lists have been greatly expanded, and 
vary up to over 10 pages—the equivalent of about 600 items. 
These are a most valuable feature. The reader will usually 
find the information he needs in the book itself, but if he 
needs more, or if he disagrees with the authors’ interpreta- 
tions—as he well may, for instance, in the section on the 
significance of allergy in relation to resistance to tubercu- 
lous infection—then he is given the original sources from 
which to gain further details or form his own judgment. 

Bacteriologists throughout the world will be grateful that 
the work on which they chiefly rely has again been brought 
up to date, but they will be even more so if in the future 
it could appear at a less staggering price. Has the cost of 
book production really advanced 150% in nine years ? 


L. P. Garrop. 


GERMAN-ENGLISH DICTIONARIES 


German-English Medical Dictionary. By W. O. Goulden, 
B.A.(Hons.), Dr.Phil. (Pp. 513+vi. 45s.) London: J. and 
A. Churchill Ltd. 1955, 

German-English, English-German_Dictionary for Physicians. 
By Fritz Lejeune and Werner E. Bunjes. Two volumes. 
(Volume I—pp. 1,349+xxi; D.M. 33. Volume II—pp. 1,737 
+xl; D.M. 58.50.). Stuttgart: Georg Thieme Verlag. 
1953 and 1954. 


These two publications, both excellent in their own way, 
differ entirely both in aim and in conception. The first 
is a straightforward work for the use of English-speaking 
readers who wish to become familiar with German medical 
literature. They could ask for nothing better for their pur- 
pose ; it is simple in construction and very well produced, 
and should enjoy a wide popularity. 

The second is of a very different order. It aims at provid- 
ing the German student with a complete account of the 
English language as applied to medicine. The precise mean- 
ing and use of every English word is given in great detail— 
nearly a whole page is devoted to “ body ”—and on the 
other side the possible meanings of every German word 
are as fully elaborated. In each case the pronunciation is 
given in precise phonetic transcription, and where American 
usage differs this is added. To the Englishman who thinks 
he knows something of his own language, and perhaps a 
little German, the book is a revelation. He will realize 
what we owe to our retention of Latin and Greek, for a 
table is given of 200 Latin and Greek prefixes, and nearly 
as many suffixes, which we use without a thought of their 
origin, while the German is encumbered by having to re- 
place them by German equivalents. Compare, for example, 
ambi- and beiderseits, and exo- and ausserhalb. He is still 
further encumbered by his inveterate habit of forming com- 
pound words—Fortpflanzungsgeschwindigkeit as an example. 
But the Englishman’s pride in the simplicity of his own 
language will receive a shock when he sees how little its 
spelling tells of its pronunciation, and he will receive a still 
greater shock when he finds the liberties which America 
takes with both. It was indeed a deft reply when an 
American said that he was “taught to say skedule at 
shool”! 

Although they were written for German students, these 
two little volumes deserve close study by ourselves, and we 
would share the hope of the author that they will bring 
students in both countries into close and friendly associa- 
tion in their work. To us I seem to hear the voice of 
Kipling murmuring, “ What do they know of English who 
only English know ? ” 

HENRY SOUTTAR. 


ON DISABUSING PATIENTS 


Modern Health Series. ‘Heart Disease,” by Geoffrey 
Bourne, M.D. “Epilepsy,” by Letitia Fairfield, C.B.E., 
M.D., D.P.H. ‘“ Rheumatism,” i. =. &. Copeman, 
O.B.E., M.D., F.R.C.P., and R. M. Mason, D.M., M.R.C.P. 
** Varicose Veins,” by R. Rowden Foote, M.R.C.S., L.R.C.P., 
D.Obst.R.C.0.G., F.I.C.S. “ Skin Diseases,”’ by Reginald T. 
Brain, M.D., F.R.C.P. “ Tuberculosis,” by Cedric Shaw, 
M.A., M.B., M.R.C.P. _“ Cancer and Allied Diseases,” by 
Ronald W. Raven, O.B.E., T.D., F.R.C.S._ “ Childbirth,” by 
W. C. W. Nixon, M.D., F.R.CS., F.R.C.0.G. “ Diabetes,” 
by G. F. Walker, M.D., D.C.H., M.R.C.P. (All price 8s. 6d.) 
London: Gerald Duckworth and Co. Ltd. 1955. 
The publication of books to give the patient information 
concerning the disease from which he suffers raises many 
questions of professional importance which each doctor must 
answer for himself. All of us might agree that the diabetic 
should know as much about the treatment of his disease as 
he is capable of understanding, but how far is the cardiac 
sufferer to be helped by reading a book on heart disease ? 
Is it good for the patient with coronary thrombosis to know 
that some doctors use anticoagulants and some don’t, and 
that these drugs can cause haemerrhage in the eyes and 
kidneys? Can any cardiologist, asked to write something 
useful about the amount of activity that patients with cardiac 
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disease should undertake, say more than that each patient 
presents an individual problem, and that therefore he 
would be better occupied in listening to a good doctor of his 
own choice than in reading the advice of a stranger, however 
eminent ? The late Lord Horder, in an editorial note to the 
series, wrote: “Doctors often find themselves having to 
waste precious, time in disabusing patients of false beliefs 
about their ailments.” I should myself have written that 
this is indeed one of the doctor’s most important tasks and 
that no one but he is fitted to orientate his patient to his 
illness. 

Letitia Fairfield has produced the outstanding book of 
these nine, on “ Epilepsy.” It is an admirable book—authori- 
tative, compassionate, and wise—and written out of great 
experience. But it was not written primarily for patients, as 
I could prove by a score of quotations. Its appeal is to 
social workers, teachers, health visitors, the intelligent rela- 
tives of the epileptic—and to doctors. Dr. Fairfield’s 
enthusiasm would not allow her to waste such an oppor- 
tunity, so she wrote her book not for epileptics but on 
behalf of epileptics. It is because her book is so good that 
I have chosen to illustrate, by a quotation from it, an in- 
evitable and dangerous consequence of such information for 
the layman. She writes of treatment by “tridione” that 
“regular blood counts at intervals of 2-4 weeks are essen- 
tial.” Those of us who disagree with her may now find our- 
selves “ having to waste (further) precious time in disabusing 
patients of false beliefs about their ailments.” 

One penultimate question. Has professional opinion, 
which has wisely moved in a more liberal direction in the 
matter of our public relations, decided that books for the 
layman about his diseases may be written by London con- 
sultants without offence to their colleagues? Obviously 
there are two reasonable opinions here, and Lord Horder 
himself would nct have agreed with my personal feeling that 
the authorship of such books, if indeed they must be written 
at all, would be better left to the “ whole-timers” and to 
those retired from practice. 

And the final question. Could any reviewer have written 
so frankly if the editor had not allowed him to subscribe 
his name ? 

D. V. Hupsie. 


HEAD AND NECK ANALGESIA 


Local Analgesia: Head and Neck. By Sir Robert Macintosh, 

D.M., F.R.G.S., F.F.A.R.C.S., and Mary Ostlere, M.B., 

M.R.C.P.Ed., F.F.A.R.C.S. (Pp. 138+vii; illustrated. 

«Shae Edinburgh and London: E. and S. Livingstone Ltd. 
As each book emerges from the Nuffield Department of 
Anaesthetics a new standard within its field is set. The 
present one is no exception. It continues the series from 
the Department of small monographs on local analgesia, 
and deals with blocks of the head and neck. Rather more 
attention is perhaps paid to the anatomical section than in 
previous ones, and the scrupulous attention to accuracy and 
anatomical details suggests the devoted collaboration of an 
anatomist. The anatomy of the cranial nerves, the cervical 
plexus, and the sympathetic system in the head and neck 
is covered, and illustrated with beautiful and original draw- 
ings, many in colour. In the second half of the book the 
clinical application of the anatomical knowledge is described 
in the form of the various, by now classical, blocks. In 
addition, a description is included of the block of the vagus 
nerve, originally described by members of the Department. 
The illustrations, prepared specially for this book, are 
notable for their clarity and for the way in which they take 
the place of personal tuition in the operating theatre. As 
in the other books in this series from the pen of Sir Robert 
Macintosh and his staff, the story is mainly told in pictures. 
Such text as is necessary is clear and incisive, thereby 
demonstrating the great care which the authors have paid 
to their writing. 

Anyone who uses local analgesia should possess this book 
and study it repeatedly. For those who wish to learn these 


—— 
methods and cannot obtain personal tuition from an 
the book is essential. Needless to say, the publishers have 
maintained the high standard for which they have become 


famous, 
W. W. Musa, 


CHILD PSYCHIATRY 


siginiysted o-.. Parag 1. C. Burns, M.R.CS. 
.R.C.P., D.P.M., F.B.Ps.S. ‘ A : . 
Hollis and Carter. 1955, — SS 
Dr. Charles L. C. Burns is a parent and a Roman Catholic 
as well as a child psychiatrist. His excellent little 
Maladjusted Children, is coloured by his own family ex. 
perience and his religious feelings—and it is all the better 
for this, For any family doctor who still feels very sys. 
picious of child psychiatry this book will prove a sane and 
sound introduction. It has only 80 pages of easy reading, 
and has much value for intelligent parents and trained 
workers in the field of child health. It is mercifully free 
from jargon. After a general chapter on maladjusted 
children and a description of child guidance, which go 
straight to the heart of the matter, there are three sections 
on “Natural Development,” “Sex in Childhood,” and 
“ Delinquency.” Then comes more about treatment, this 
time in reference to residential schools, followed by a chap- 
ter on adolescence. The final section is on “ Education and 
Mental Health,” but before this is a well-written chapter on 
“Conscience, Habits and Discipline,” with a note one page 
in length on corporal punishment. At a time when some 
are beginning to think that psychological considerations are 
unduly dominating paediatric work this book by Dr. Burns 
modestly gives the whole matter a proper emphasis. 


ALAN MONCRIEFF. 


RESECTION FOR TUBERCULOSIS 


Pulmonary Resection for Tuberculosis. By Poul Ottosen. 
(Pp. 166; illustrated. No price.) Aarhus: Universitetsfor- 
laget. 1955. 
There is at the present time much confusion about the 
treatment of pulmonary tuberculosis. Physicians are not 
fully decided on how long and when they should use the 
valuable chemotherapeutic agents that have become avail- 
able during the last few years, and the surgeons live in an 
atmosphere of uncertainty about when to. operate and which 
form of procedure to adopt. It is noticeable that in certain 
clinics there is considerable enthusiasm for resection as a 
form of treatment in preference to other methods, and in his 
present monograph the author is endeavouring to give a 
reasonable and fair assessment of the selection of the right 
operation and the right timing. His thesis is concerned 
with the indications for, and the results of, resection, and 
he bases these on experiences gained in the Missouri State 
Sanatorium and in Aarhus: the cases in the first were of 
more advanced disease than in the smaller Danish series. 
For those interested in the subject the careful and critical 
assessment of the cases will be of much value. The mono- 
graph is well produced with adequate illustrations. The 
bibliography covers several pages, but it is disappointing to 
see that there is practically no reference to any of the valu- 
able publications that have emanated from this country 


during the last decade. 
T. Hotmes SELLOoRS. 





The object of Scientific Research in British Universities, 
1954-55, is to provide a brief guide to the scientific 
undertaken in British universities and university colleges during 
that period. The first such list appeared in 1946 and several 
later editions have since been published. The book contains $72 
pages. Entries are arranged in alphabetical order of university, 
and are subdivided under broad subject-headings; there are 
indexes of personal names and subjects. It is compiled by the 
Department of Scientific and Industrial Research from material 
collected by the British Council, and may be obtained from Her 
Majesty’s Stationery Office, price 12s. 6d. 
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ADRENAL VIRILISM 


Increasing interest has been shown in the group of 
disorders termed adrenal virilism since Lawson 
Wilkins'~* reported in 1951-2 the dramatic effects of 
cortisone in the treatment of congenital adrenal 
hyperplasia. Adrenal hyperplasia starting between 
the twelfth week and fifth month of foetal life gives 
rise in females to female pseudohermaphroditism 
and in males to macrogenitosomia praecox. In the 
female excessive androgen secretion by the foetal 
adrenal cortex interferes with the differentiation of the 
urogenital sinus into urethral and lower vaginal com- 
ponents, a process not normally completed until the 
fifth month, and the urethra and vagina both open 
into a persistent urogenital sinus. The differentiation 
of the Miillerian duct into Fallopian tubes, uterus, 
and upper part of the vagina is normally completed 
by the twelfth week .and is therefore not interfered 
with. The clitoris is enlarged, and continues to 
enlarge after birth; this and other signs of virilism 
are a result of persistent oversecretion of androgens. 
In contrast, most cases of adrenal virilism arising 
after birth are due to adrenal cortical tumours (60 out 
of 70 in A. Russell’s survey*). Here the only genital 
malformation is enlargement of the clitoris. In males, 
in spite of the precocious somatic and secondary 
sexual development, the testes remain small and 
immature, perhaps indefinitely, probably as the result 
of inhibition of gonadotrophic output by the excessive 
androgenic and oestrogenic activity.* This distin- 
guishes the condition from other types of precocious 
puberty. 





1 Wilkins, L., et al., J. clin. Endocr., 1951, 11, 1. 
? Ibid., 1952, 12, 257. 
* Ibid., 1952, 12, 277. 
‘ Wilkins, L., The Diagnosis and Treatment of Endocrine Disorders in Child- 
. hood and Adolescence, 1950, Springfield. 
Russell, A., in Gairdner, D. (editor), Recent Advances in Paediatrics, 1954, 


ndon. 
* Wilkins, L., and Cara, J., J. clin. Endocr., 1954, 14, 287. 
Bartter, F. C., et al., J. clin. Invest., 1951, 30, 237. 
» Jailer, J. W., Bull. N.Y. Acad. Med., 1953, 29, 377. 
,, Bongiorvanni, A. M., et al., J. clin. Endocr., 1954, 14, 409. 
11 Goldberg, M. B., ibid., 1954, 14, 389. 
. Kelley, V. C., et al., ibid., 1952, 12, 1140. 
. Morris, C. J. O. R., Colloq. Endocr. (Ciba Foundation), 1952, 4, 372. 
14 SY anor, K. L., et al., Proc. Soc. exp. Biol. (N.Y.), 1953, 82, 695. 
1s andersen, H., et al., Acta endocr. (Kbh.), 1955, 18, 493. 
pe Bierich, J. B., et al., ibid., 1955, 18, 512. 
pm Hansted, C., et al., ibid., 1955, 19, 101. 
- White, F. P., and Sutton, L. E., J. clin. Endocr., 1951, 11, 1395. 
Goldfien, A., et al., New Engl. J. Med., 1955, 252, 415. 


* Bishop, P. M. F., et al., Lancet, 1952, 1, 1287 
* Simpson, S. L., ibid., 1952,2,91.. . 
*! Hubble, D., ibid., 1952, eee 


Recent investigations into the pathogenesis of con- 
genital adrenal hyperplasia indicate that a block in the 
synthesis of glucocorticoids is the primary disorder. 
F. C. Bartter et al.’ suggested that the cortex fails to 
synthesize adequate amounts of glucocorticoids, and 
that this leads to a compensatory increase in secretion 
of corticotrophin, resulting in an increased output of 
androgens. J. W. Jailer* suggested that the cortex 
is unable to convert 17-hydroxy-progesterone into 
17-hydroxy-corticosterone and that the accumulation 
of the former produces an androgenic effect. In 
confirmation of this A. M. Bongiorvanni et al.’ have 
found pregnanetriol (a metabolite of 17-hydroxy- 
progesterone) constantly present in the urine of these 
cases ; the excretion of this metabolite was depressed 
by cortisone therapy and rapidly reappeared after the 
administration of corticotrophin or of 17-hydroxy- 
progesterone. Moreover, most workers®*' have 
found low levels of glucocorticoids and raised levels 
of corticotrophin’*"'* in the blood in untreated cases, 
though the urinary output of glucocorticoids is com- 
monly increased.***"** In spite of these findings, 
clinical evidence of deficient glucocorticoid function is 
unusual in cases of congenital adrenal hyperplasia.'’ 
On the other hand deficient salt regulation is common. 
This may present acutely with vomiting, dehydration, 
and low sodium and high potassium levels in the 
blood, and is easily mistaken for pyloric stenosis ; or 
it may be more chronic, with feeding difficulties, loss 
of weight, and diarrhoea and vomiting. 

When the cause is a cortical tumour the treatment 
is surgical excision, but this is useless when the cause 
is hyperplasia. The management of these cases of 
hyperplasia has been revolutionized by cortisone. 
Formerly, female pseudohermaphrodites became in- 
creasingly male in appearance and outlook and often 
had to “change their sex.” With adequate doses 
of cortisone the high output of 17-ketosteroids is 
depressed to within normal limits. In females the 
breasts develop, menstruation begins, with ovulatory 
cycles, feminine bodily contours appear, and acne and 
seborrhoea vanish ; hirsutism diminishes, but the male 
tone of voice is left unchanged.* In males the pre- 
cocious development of secondary sex characters is 
arrested in the younger children. In the older boys 
the small immature testes increase in size and show 
histological evidence of maturation on biopsy ; this 
does not occur until the bone age has reached 11 to 13 
years.® In both sexes excessive growth in stature and 
skeletal maturation are checked, and if hypertension 
is present it is apt to disappear. The same results are 
achieved by removal of cortical tumours when they 
are the cause of the disorder. Patients who also have 
symptoms of Addison’s disease need extra salt and 
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D.C.A. in addition to cortisone. $-a-fluoro- 
hydrocortisone may prove to be of value, as its 
inhibitory action on 17-ketosteroid output is many 
times more potent than that of cortisone.'* 

Most cases of adrenal virilism arising after birth are 
due to cortical tumour (virtually all cases below the 
age of 10 years‘). This diagnosis may be confirmed 
by intravenous pyelography and perirenal air-insuffla- 
tion, by the abnormally high proportion of urinary 
|7-ketosteroids present in the form of dehydro-iso- 
androsterone, and by the failure of the 17-ketosteroid 
figure to fall significantly in response to cortisone or 
to rise in response to corticotrophin. Few reports 
have appeared on the use of cortisone in the treatment 
of virilism due to adrenal hyperplasia arising after 
birth, but in a few such cases an encouraging fall in 
17-ketosteroid output has been achieved.'**? 








HOMOSEXUALITY AND PROSTITUTION 


The memorandum of evidence’ on homosexuality 
and prostitution, prepared by a special committee of 
the Council of the British Medical Association for 
submission to the Departmental Committee, was pub- 
lished this week. As the summary which appears in 
the Supplement (p. 165) shows, the special committee, 
under the chairmanship of Dr. Ronald Gibson, had 


necessarily: to range far afield, to cover ground more 
sociological than medical, and to concern itself with 
problems of which even the factual basis for a solution 
is often unknown. 

The contribution which medical men can make to 
the problems of prostitution is not important. There 
is evidence, accepted by the special committee, that 
minor degrees of mental deficiency or mental sub- 
normality can predispose to prostitution; but no 
attempt is made to estimate how important this 
factor is. Tage Kemp,* in his Danish study, found 
that 23% of the women he examined were slighily 
retarded, and 27% were retarded, feeble-minded, or 
worse. In addition many were pronounced psycho- 
paths, so that only about 30% of the women were 
mentally normal. The main causes of prostitution 
are seen by the special committee to lie in bad train- 
ing and bad example at home, and in faults of charac- 
ter or in attitude to life. The committee’s proposals, 
which were drafted by a committee of the Medical 
Women’s Federation, place the first emphasis on the 
improvement of the social education of children, but 
mention also research into psychosexual anomalies 
and strengthening of the law, with the imposition 
of severer penalties for soliciting. Such repressive 
1 Homosexuality and Prostitution. Published by the British Medical Associ- 


ation, 1955. Price 2s. 6d. 
2 Kemp, T., Prostitution, 1936, London. 





i 
measures have seldom been found to be very Success. 
ful, and many readers will find a more Promising 
suggestion in the last paragraph of the memorandug, 
This states that the main effort in combating progstity. 
tion should be towards the reclamation of the y 
prostitute, among other means by providing for reg. 
dential treatment and for prolonged aftercare. 

The much longer section on homosexuality in th 
memorandum of evidence will be found more interey. 
ing by medical readers, since here the medical aspegts 
are important. A proper distinction is drawn betwee 
people and their practices ; and the view is supported 
that there is a group of “essential homosexuals” 
whose abnormality is caused either by genetic or by 
early environmental factors and who are practically 
beyond the reach of treatment. The medical treg. 
ment of homosexually active persons, not in this 
group, is later considered at length; but in either 
case behaviour may be modifiable even when ‘th 
predisposition cannot be changed. It would be ip 
the “ essential ” group, if at all, that one would expeg 
to find evidence of endocrine imbalance, but in th 
summary of present knowledge provided by Dr 
Leonard Simpson nothing very definite or conclusive 
emerges. It was not possible to make any estimate 
of the relative size of this group, but one gains the 
impression that the committee thought “ essential 
homosexuals ” would be a minority. 

It was equally difficult to reach any conclusion 
about the proportion of homosexuals in the popuk- 
tion and the frequency of homosexual activities. A 
striking graph shows a phenomenal increase in the 
number of homosexual and unnatural offences known 
to the police. Thus the commonest offences, attempts 
to commit unnatural offences and indecent assault o 
male persons, rose from an annual average of 215i 
the years 1920-4 to 3,280 in 1954. The committer, 
however, declines to draw the conclusion that ther 
has been a real increase in homosexual activities, for 
which further evidence is felt to be necessary. The 
offences known to the police can be only an ins 
nificant fraction of all those committed, so that a 
improvement in the efficiency of ascertainment 
might explain the whole of the apparent increase df 
frequency. Findings of the Kinsey report are quoted: 
that 37% of the adult male population in the United 
States have some homosexual experience betwet? 
adolescence and old age, and that 10% are excl 
sively homosexual for at least three years of thei 
adult life. Doubt may be felt whether these figutt 
are even valid for the U.S.A. ; persons who voluniet 
to give detailed accounts of their sexual lives are like 
to be an atypical selection. The committee right 
takes the view that the frequency of homosé 
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practices in this country is probably much lower. It is, 
however, very desirable that more should be known. 
In university psychiatric clinics, where the sex lives 
of patients are routinely looked into in detail, it 
should be possible to stage an inquiry which would 
give useful results, if only an upper limit for the 
frequency. 

The present state of the law is discussed, and its 
salutary effects and its disadvantages are analysed in 
a way that makes it clear that some modifications are 
thought to be called for. The consequences of relaxa- 
tion—for instance, by making homosexual practices 
between consenting adults in private not illegal—are 
considered, but there is no positive recommendation 
that the law should be relaxed in this or any other 
way. Perhaps other witnesses before the Depart- 
mental Committee will put more emphasis on the 
argument—not specifically medical—that it is not 
always wise, or necessary, to penalize by law actions 
which are to be morally condemned. But a report in 
the current issue of Time (December 12) suggests that 
the law should step in to prevent the corruption of 
youth. The inhabitants of Boise, Idaho, “ were 
shocked to learn that their city had sheltered a wide- 
spread homosexual underworld that involved some of 
Boise’s most prominent men and had preyed on hun- 
dreds of teen-age boys for the past decade.” Homo- 
sexuality in women is discussed in a section prepared 
by a committee of the Medical Women’s Federation: 
it is concluded that female homosexuality has never 
presented a serious social problem, and no suggestions 
for legal changes, for prevention, or for treatment are 
made. 

The most important recommendations of the 
memorandum of evidence relate to the treatment of 
offenders. Prison is not usually the most suitable 
place for punishment and reform, and the committee 
welcomes the development of regional observation 
centres for first offenders. It recommends the estab- 
lishment at these centres and in prisons of special 
teams of workers for the treatment and reform of 
prisoners. Each team would be composed of a 
prison officer, the prison doctor, a psychiatrist, a 
religious worker, and a social worker. To this one 
might add that the work of such teams might well 
be extended beyond the limits of sexual offences. The 
committee thinks that there should be early release 
from prison for persons responding favourably to 
treatment. Special precautions should be taken with 
juvenile offenders and children. Children should be 
guarded against inquisitions in courts of law, even as 
witnesses ; and young people should be handled as 
far as possible by normal supervisory organizations, 
such as schools, in preference to being brought before 


a court. On the subject of research, the committee 
states that a balanced view of homosexuality has not 
been generally obtained and that further work is 
necessary. A gain in knowledge would come from 
a pooling of the experiences of family doctors and 
prison medical officers. 

In the prevention of homosexuality the committee 
finds the main hope in the education of public opinion 
to a healthier attitude towards sex. “Training in 
sexual education, properly undertaken, should take 
its place with training in table manners, fair play, 
honesty, and all those other elements on which a boy 
bases his standards of conduct and which enable 
him to live on terms of respect for himself and the 
community.” 








COMPLICATIONS OF BLOOD TRANSFUSION 


The more common complications of blood transfusion 
are haemolytic reactions, homologous serum jaundice, 
circulatory failure, and allergic, anaphylactic and 
“ pyrogenic” reactions. Refinements of cross-matching 
have in practice reduced the causes of haemolytic 
reactions to human fallibility—failing to record or to 
read labels correctly or to distinguish between recipients 
with similar names. Unfortunately cross-matching is no 
longer a simple and rapid procedure. Care has to be 
taken that the patient’s serum is fresh and that incom- 
plete antibodies are recognized by suitable Coombs sera. 
But it is still true that incubation of donor's cells with 
recipient’s serum at 37° C. will suffice, provided even the 
weakest reactions are taken into account. This proviso 
applies particularly to Lewis antibodies, which cannot 
be ignored without risk, as P. L. Mollison and Marie 
Cutbush' have recently shown. The problem of homo- 
logous serum jaundice has led to a more conservative 
approach to the administration of pooled plasma, and 
more use is being made of other plasma expanders. In 
blood transfusion the risk is kept low by careful screen- 
ing of donors, but it can never be entirely eliminated 
and must of necessity be greater with multiple trans- 
fusions. Circulatory collapse is related not to the pro- 
perties of the transfused blood but to the total volume 
given and to the speed of replacement. A. S. Wicner? 
has suggested that many of the so-called instances of 
allergic shock following transfusion are really examples 
of “speed shock.” 

There remain the less dangerous though unpleasant 
complications of allergic, anaphylactic, and pyrogenic 
reactions. All allergic reactions are due to the release of 
histamine acting on the receptor’s cells, though at least 
in certain anaphylactic reactions histamine is not the 
only compound to be released. Antihistamine drugs 
will prevent reactions of this type. Allergic reactions are 
pre by the appearance of a rash, swelling of 
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mucous membranes, urticarial weals, itching, and at 
times nausea and vomiting ; occasionally the body tem- 
perature may rise. Mollison* recommends giving saline- 
washed cells to patients known to be allergic to plasma. 
The anaphylactic response resembles shock, and the 
patient feels great apprehension. UH. E. Ferris et al.‘ 
reported in 1952 on their- experience with 607 trans- 
fusions after the addition of 25 mg. of the antihist- 
amine drug tripelennamine (“ pyribenzamine”™) to 500 
ml. of whole blood. In comparison with a control 
group the incidence of allergic reactions was reduced 
from 2.6% to 0.16%. Surprising, however, was their 
claim that the incidence of pyrogenic reactions was 
reduced from 4.31% to none. Much depends on how 
narrowly pyrogens are defined. Strictly speaking they 
are substances derived from bacteria and believed to be 
non-pathogenic polysaccharides of high molecular 
weight. Many chemicals and materials used in trans- 
fusion may be contaminated by pyrogens. T. D. 
Whittet® numbers among them sodium citrate, dextrose, 
glassware, rubber tubing, needles, and syringes. .The 
action of true pyrogen is different from that of com- 
pounds which release histamine, and no counteraction by 
antihistaminics can be expected. Thus a recent examina- 
tion of the problem by a group of workers in Detroii*® 
did not confirm that antihistamine drugs prevented 
pyrogen reactions in man, nor was any beneficial effect 
seen when they were administered to rabbits which had 
received known pyrogens. On the other hand, some 
authors have upheld the original claim of Ferris ef al., 
and C. R. Stephen and his colleagues’ have suggested 
that in some instances pyrogen may not be an active 
material itself but may be metabolized in the body be- 
fore it produces a typical reaction: “It is within the 
realms of possibility that antihistaminic drugs could 
block such metabolism and thus prevent the anticipated 
febrile response.” 


BILIARY AND ANGINAL PAIN : 
A connexion of some kind between gall-bladder disease 
and coronary atheroma has been suspected for the last 
fifty years. The nature of the link is not fully under- 
stood, but there are some interesting possibilities. It has 
been suggested that both cholelithiasis and coronary 
disease may have a common factor in their aetiology, 
such as a disorder of lipoid metabolism. This is unlikely 
in view of the difference in the distribution of the 
diseases between the sexes. But there is no doubt that 
both diseases may cause the same symptoms. Gall- 
bladder pain may be experienced solely in the epigas- 
trium ; radiation of the pain to the back and shoulder 
is frequently absent. Similarly, the pain of coronary 
disease may be localized in the upper abdomen. There 
is some evidence that biliary pain may be experienced 
occasionally in the classical anginal distribution.' There 
is another possibility of a link—namely, via the nerve 
supply to the heart. Experiments have shown that 
stimuli reaching the heart through the vagus nerve may 
cause constriction of the coronary vessels, influence 
conduction of the cardiac impulse, or cause various 
eee Distension of the —— tract in animals 
1 Ravdin, I. ’ Fitz- Hugh, T., jr., Wolfect, H. C. , Barbieri, E. A., and 


Ravdin, BR G., Arch. Surg. (Chicago), 1955, 70, Si. 
* McLemore, G. r ted jr., and Levine, S. A., Amer. J. med. Sci., 1955, 229, 386. 
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has been shown to produce all these effects. Ip 
anginal pain with electrocardiographic changes has been 
observed when the common duct pressure is raised 
injecting saline into the T-tube drain after Choledoch. 
ostomy. It is possible that afferent impulses from q 
diseased gall-bladder may affect a poorly vascularizeg 
myocardium sufficiently to produce angina or heart 
block. Two articles have appeared recently which lend 
clinical support to this hypothesis. The authors of One 
of them describe* six patients with Adams-Stokes 
attacks and coexistent gall-bladder disease. Their 
cholelithiasis was treated surgically, and the authors cop. 
sider that the syncopal attacks were markedly reduced 
In the other article’ several cases of angina pectoris are 
described which were relieved after treatment of their 
concurrent biliary disease. 

The association of these two conditions is no longer of 
merely academic interest, because reflex coronary spasm 
due to gall-stones can be satisfactorily treated by surgery, 
It is no longer justifiable to withhold the benefits of 
surgical treatment because of the risks which a patient 
with cardiac disease may run. These risks have been 
diminished tenfold by improvements in anaesthesia and 
surgery of the last fifteen years. From the technical 
point of view two factors are of great importance. The 
patient must be well oxygenated during the operation, 
and his blood pressure must not be allowed to fall, If 
these precautions are observed, coronary thrombosis is 
unlikely. There cannot be many patients with inter- 
linked coronary and biliary disease, but such cases are 
worth looking out for because of the happy results that 
may be expected from treatment. Suspicion should be 
aroused when angina occurs apart from its usual 
stimulus. Pain experienced at rest, particularly after 
meals or during the night, should suggest the possibility 
of an exciting stimulus from a diseased gall-bladder. If 
one is found, the patient is not “unfit for surgery”: 
surgery may relieve him completely. 











REPORTS OF HEALTH 

The once prevalent habit of spitting by factory workers 
(and no doubt others) has almost disappeared, according 
to the latest report® of the Chief Inspector of Factories. 
He attributes this happy state of affairs to the steady im- 
provement, which still continues, in the working ¢t- 
vironment of industry. Cleaner, lighter, and more 
cheerful factories have the natural consequence of keep- 
ing the people who work in them more alert and respon- 
sive to hygienic measures. Even so, the accident rate did 
not change much from 1950 to 1954, the latest year re 
viewed. That some firms could do more to prevent 
accidents is suggested by the evidence that others have 
succeeded when they have made “a special point of 
accident prevention and training.” In the more distant 
future self-governing machines may increasingly inter- 
vene between man and his product, and the industrial 
scene is expected to become safer as a result. However, 
according to the Chief Inspector, the push-button 
factory “will take a long time to develop.” So too, 
perhaps, will the push-button man. 

* Anal Report of the Inspector of Factories for the Year 1954, 1955 (H. MSO. 


‘ a, of the Ministry of Health for the Year Ended December 31, 1954, 
Part IJ, 1955 (H.M.S.O., 8s. 6d.). 
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If he and his companions were born last year they 
had an expectation of life at birth of 68 years, or 73 for 
girls, and those who survived a year would find that 
their expectation of life had risen to 69 and 74 years 
respectively. These figures, from the latest annual 
report* of the Chief Medical Officer of the Ministry 
of Health, are among the several records in vital 
statistics recently established for England and Wales. 
Babies born in 1954 also had the best ever chance of 
attaining their first birthday, for the infant mortality 
rate in that year was the lowest recorded figure of 25.4 
per 1,000 related live births. This is lower than the rate 
in the U.S.A. (27), Scotland (31), Northern Ireland (33), 
and Eire (38), but higher than the rate in Sweden (19), 
Canada and the Netherlands (21), and Australia and 
New Zealand (22). An investigation from several 
centres and under the generai direction of Professor 
Leslie Banks, of Cambridge, is being held into accidental 
suffocation as a supposed cause of children’s deaths, 
for there is reason to believe that this may be mistaken 
for infective causes. Anaesthetic deaths are the subject 
of a special section. On the whole they have been de- 
creasing in number year by year, if somewhat irregu- 
larly, since 1938, though an exception is the slightly up- 
ward trend in number of anaesthetic deaths of men and 
women aged 65 and over. A possible explanation of 
this could be that more operations are being performed 
than formerly on older people, when the death rate 
might be falling; or it may be a real increase. No 
figures are available from which to calculate valid rates, 
but such as are point to the need for more information. 





CORTISONE IN TUBERCULOUS MENINGITIS 


The property of cortisone and A.C.T.H. of inhibiting 
the formation of inflammatory exudates has led several 
workers to use these hormones in the treatment of 
tuberculous meningitis as an adjuvant, and recently 
some favourable results have been claimed. As the 
combined use of isoniazid and streptomycin (with 
or without P.A.S.) has given very good results in 
experienced hands without the use of cortisone, only 
rigorously controlled therapeutic trials can now establish 
the value of these hcrmones. Such trials have not been 
published to date. 

S. J. Shane and C. Riley' treated seven patients with 
cortisone, two of whom died. These results were not 
better than might have been expected without the use 
of cortisone, but the amount of exudate at the base of 
the brain in the two fatal cases was less than the authors 
used to see in their earlier cases. Winifred Bulkeley” 
treated 31 patients without controls. The mortality rate 
in her series was not low (6 deaths); the period of 
observation was very short, and many of the patients 
were still under active treatment at the time of her 
report. The fallacies in the interpretation of Winifred 
Bulkeley’s results did not allow valid conclusions to 
be drawn about the value of A.C.T.H.2 O. Wasz- 
Héckert* gave oral cortisone and intrathecal hydro- 
cortisone to 15 patients, two of whom had died at the 
time of his preliminary report. De Lavergne et al.’ 
Were able to achieve with cortisone three remissions 
from blindness which developed in a woman under 


treatment for tuberculous meningitis, and which relapsed 
each time cortisone was discontinued, but they failed to 
repeat their success in two other similar cases. M. Ashby 
and H. Grant* compared six adult patients treated with 
oral cortisone plus oral isoniazid and intramuscular and 
intrathecal streptomycin with their six previous patients 
treated similarly but without cortisone. The numbers 
in the two groups ‘were too small to obtain conclusive 
evidence, but the patients in the cortisone group re- 
sponded to treatment more promptly, and all survived 
without sequelae. Of the “controls” one patient died and 
three had permanent sequelae, but, of these three, one 
had a presumably irreversible hemiplegia on admission, 
and deafness in the second was probably the result of 
prolonged. intrathecal streptomycin treatment. The 
period of observation was much shorter in the cortisone 
group, and the absence of spinal blocks in these patients 
was not particularly notable, since this complication is 
rare with current methods of treatment.’ 

F. Michel and W. Pulver® treated eight patients with 
oral cortisone in addition to streptomycin, isoniazid, and 
P.A.S., and all of them survived. The period of treat- 
ment with cortisone varied between 3 and 5 weeks, but 
the antibacterial treatment continued for much longer 
periods. None of the patients have neurological 
sequeiae and none of them showed intolerance to corti- 
sone. The tuberculous process in other organs was not 
adversely affected, and the dangers of spreading tuber- 
culosis during cortisone treatment do not appear to apply 
if efficient antituberculous therapy is given concur- 
rently. Michel and Pulver’s results are good, but eight 
consecutive survivals are quite common now in any 
large series without the use of cortisone. The charts 
illustrating their paper do not suggest that the cerebro- 
spinal fluid approached normal quicker than might have 
been expected without the use of cortisone. 

Although there is no evidence to date that cortisone 
used in this manner enhances the tuberculous infec- 
tion, there are risks that pyogenic infections may super- 
vene and that these might be difficult to recognize. 
One of Bulkeley’s patients, for example, died of asso- 
ciated pyogenic meningitis. Thus there is still need for 
more conclusive evidence that cortisone is of benefit 
before its routine use can be advocated. 





HEROIN 

As we went to press the Government announced its 
decision not to ban the manufacture of heroin at least 
in 1956. This reversal of policy was in response to the 
doubts that Lord Jowitt cast, in the House of Lords 
debate (see p. 1507), on the legality of invoking the 
Dangerous Drugs Act to prevent the proper as well as 
the improper use of heroin by prohibiting its manu- 
facture. Lord Woolton agreed, for the Government, 
that it was a point of great importance, and the ban on 
heroin would not be imposed until it was clear that such 
action could lawfully be taken. 

1 Shane, S. J., and Riley, C., New Engl. J. Med., 1953, 249, 829. 

* Bulkeley, W. C. M., British Medical Journal, 1953, 2, 1127. 

2 Lorber, J., ibid., 1953, 2, 1433. 

4 Wasz-Héckert, O., Nord. Med., 1954, 61, 101. 

* Lavergne, V. de, ef al., Rev. méd. Nancy, 1954, 75, 134. 

* Ashby, M., and Grant, H., Lancet, 1955, 1, 65. 


? Lorber, J., ibid., 1954, i, 1149. 
8 Michel, F., and Pulver, W., Schweiz. med. Wschr., 1955, 88, 717. 
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The pattern of accidental poisoning in childhood has 
changed considerably in recent years, as the comparison 
(see Table), based on the Registrar-General’s returns, 
shows. 


Commoner Poisons Causing Death in Children Under 10 Years 
England and Wales 














1931-5 1950-2 

No. of No. of 

Poison Deaths} Poison Deaths 
Belladonna (vegetable and medi- Ferrous sulphate - ahi 
cinal) .. ‘ % .. 8 | Antihistamines a a ae 
Caustic soda (? + “‘corro- Aspirin oe oa ee 
sive” 2) oe en -. 7 | Strychnine.. my" —— 
S i ; 6 | Lead .. ~ - o> 

Disinfectants 5 | Oilof wintergreen (liniment of 

Camphor ae 5 methyl salicylate B.P.C.).. 6 
Ammonia mi ea 4 | Digitalis aa a ee 
Oil of wintergreen (liniment Barbiturates .. 5 
methyl salicylate B.P.C.) 3 Caustic 3 
italis .. oe $e 3 | Morphine 4 3 
Morphine 3 Kerosene 3 
Aspirin .. 3 Methadone 2 
Phosphorus 2 





The most frequent causes of poisoning encountered at 
two children’s hospitals in recent years were barbiturates, 
kerosene, turpentine, ferrous sulphate, salicylates, and 
camphor. More recently still, the antihistamines and, to 
a lesser extent, methadone have come into the picture. 
A rough working classification of poisoning in child- 
hood can thus be made: 

Common and  Dangerous.—Ferrous 
histamines. 

Moderately Common and Dangerous.—Caustic 
aspirin, methadone. 

Common, not very Dangerous.—Barbiturates, kerosene. 

Uncommon, but Dangerous.—Strychnine, oil of winter- 
green. 


sulphate, anti- 


soda, 


General Management 

Time Factor—Ilf at all possible the practitioner should 
give his initial instructions to the parents by telephone. 
Parents rarely stimulate vomiting unless told to do so. Later 
the practitioner should warn the hospital of his patient's 
impending arrival. 

Emetics.—Good and accessible emetics are salt (a rounded 
tablespoonful to a tumbler of water) and mustard (a level 
teaspoonful to the tumbler). The effect of a finger down 
the throat should not be forgotten. Apomorphine and 
ipecacuanha are uncertain in action, and the first is contra- 
indicated in poisoning by depressants. 

Gastric Lavage—The practice of this manceuvre in a 
toddler merits special description. The child should be 
immobilized in a tightly folded blanket, fixed with safety- 
pins. He should lie with his head to the side, his mouth 
held open with a Doyen gag. When in doubt, use warn 
water for the lavage. The tube used should be at least 
size 18 French. The tip is better not lubricated, except in 
atropine poisoning, as many children seem to consider 
glycerin an added insult. If the tube is passed gently along 
the tongue, the child will usually swallow the tip. — If he 
does not, the first gulp may be initiated by pinching his nose. 


The tube is then passed down, the child being watched for 
cyanosis or coughing. The “funnel” (a 60-ml. receptacle 
with parallel sides) is held close to the ear, and the 

of escaping air can usually be heard as the tube enters the 
stomach. Should the tube enter the trachea, the extreme 
distress of the child will give ample warning. The funnel 
is then lowered below the level of the stomach, open eng 
upwards, and fluid gastric contents may then appear ip 
it. Lavage is carried out, using 50 ml. of fluid at a time, 
and continued until the returning fluid is clear as judged by 
both sight and smell. It is always advisable to hold the 
funnel upright when siphoning off, so that the “in-out” 
fluid balance can be roughly checked. The funnel should 
not be completely emptied, or an air-lock may form when 
it is being refilled. If the tube is pinched while emptying 
the funnel, any air-lock forming will be confined to the 
upper part of the tube and easily dealt with. If the 
child vomits during the lavage, as often happens, withdraw 
the tube at once and start again. After two or three vomits 
he often settles. Anyway, vomiting is of therapeutic value, 
and occasionally it will be possible to carry out efficient 
“Javage” by alternately stimulating vomiting and giving 
drinks by mouth. 

Potassium permanganate added to the lavage fluid to form 
a dark pink solution destroys strychnine, nicotine, morphine, 
and phosphorus, but not atropine, which is inactivated by 
tannic acid. 

“ Universal antidote” may be used when the poison is 
unknown. A mixture is made of powdered charcoal (scrap- 
ings of burnt toast) 2 parts, magnesium oxide (milk of 
magnesia) 1 part, and tannic acid 1 part (or use tea for 
lavage). Two teaspoonfuls (7 ml.) of the mixture is sus 
pended in a pint (0.6 litre) of water, and a little should be 
left in the stomach after lavage. 

Sedation.—Convulsions occur most commonly with 
strychnine, antihistamine, camphor, atropine, hyoscine, and 
amphetamine poisoning. The possibility of respiratory 
depression ensuing, either as a result of the convulsions or 
as a later toxic effect of the poison, must be considered 
before giving a sedative which might potentiate the depres- 
sion. If the physician's chief aim is to control an emergency 
temporarily, and not to effect an immediate cure, he will not 
go far wrong. A short-acting barbiturate, repeated as neces- 
sary, is probably the safest drug. In an emergency, amylo 
barbitone sodium can be given intravenously. It is available 
in ampoules of 125 mg., and one ampoule can be given 
to a toddler in the course of a few minutes. It may also 
be given intramuscularly. As a substitute paraldehyde can 
be given intramuscularly to a toddler in a dose of 1-2 ml. 
The drug is available in 5-ml. ampoules which keep for 
two years. 


Individual Poisons 


Only the more important poisons are discussed. Corr 
sive poisoning and poisoning by barbiturates and aspino 
were dealt with in earlier articles in this series.* Emphasis 
is laid on the significance of early symptoms rather than 
on treatment in hospital. Many other poisons are dis- 
cussed in the medical diaries. For ease of reference, the 
arrangement is alphabetical. 

* Corrosive Poisoning,” by Dr. J. D. P. Graham (April 16, 


p. 962), and “ Barbiturate and Aspirin rem Ee by Dr. T. J. 
Thomson and Professor Stanley Alstead (April 23, p. 1022). 
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Amphetamine Group 


The young child’s tolerance for these drugs is good. He 
may show a highly excitable and tremulous state for, say, 
twelve hours without having a frank convulsion. Treatment 
is by emesis, lavage, and amylobarbitone sodium, which 
can be given by mouth unless convulsions occur. 


Antihistamines 


Antihistamine poisoning is dangerous. The younger the 
child the more susceptible he is to doses expressed per 
kilogram of body weight. A child of 15 months may well 
die after taking 0.4 g. of mepyramine maleate. The other 
antihistamines in common use are rather less dangerous in 
the forms in which they are commonly dispensed, but all 
are potentially lethal. 

The symptoms usually begin with ataxia and confusion. 
Vomiting is often absent. In more severe cases a coarse 
muscle twitching supervenes, and then possibly one or 
more generalized convulsions. Signs of moisture in the 
lower respiratory tract, most commonly produced by mepyr- 
amine, signify that recovery is unlikely. Death usually 
occurs in respiratory depression. Symptoms of poisoning 
may appear within a few minutes of ingestion, or may be 
delayed for two hours and stili prove fatal. The first 
convulsion may occur anything from a half to six hours 
after ingestion. The statement that the earlier symptoms 
appear the worse is the prognosis is only a broad generaliza- 
tion. 

Emesis often fails, as the drug depresses the vomiting 
centre, and gastric lavage should be done without undue 
delay. No further treatment is indicated at that point. 
Should convulsions occur sedation may be used, but the 
occurrence of muscle twitching is not an absolute indication 
for sedation. When given, sedation should be light— 
for example, amylobarbitone sodium, 65 mg. intravenously, 
to ensure that the drug’s action is as short as possible. It 
may be repeated as necessary, but the great danger of over- 
sedating a patient who is already heading for respiratory 
depression by the nature of the poison he has taken must 
be borne in mind. Paraldehyde, 1 ml. intramuscularly, can 
be used as a second choice. Oxygen should be given in 
the presence of cyanosis. Nikethamide does not seem to 
help the succeeding respiratory depression, but amphetamine 
sulphate, 5 mg. intramuscularly, is‘worth trying. Artificial 
respiration has been life-saving at times. Histamine should 
not be used. 

Atropine Group 

Plants responsible for producing atropine poisoning are 
deadly nightshade, woody nightshade (bittersweet), and hen- 
bane (Hyoscyamus niger). Medicinal atropine—for example, 
eye-drops—may also be ingested, and travel-sickness pills 
containing hyoscine are relatively common at present. The 
signs of dilated pupils, hot dry skin, thirst, and hallucinations 
are well known. Coarse muscle twitching and jactitations 
indicate more severe poisoning. It seems probable that if 
the child is not giving cause for acute anxiety within two 
hours of ingestion he will do well, but I have seen too few 
cases personally to offer this as a dogmatic assertion. The 
course may be protracted and mild mental symptoms may 
persist for 48 hours. 

Initial treatment is by emesis and lavage. Pilocarpine 
nitrate, 1/24-1/12 gr. (2.7-5.4 mg.), repeated as necessary, 
can be given, but its limitations must be realized. It is not 
a specific antidote. It can abolish peripheral effects, but 
will not influence the central effects which are the cause of 
death. If the case is so severe as to warrant sedation, the 
patient needs constant supervision and is best treated in 
hospital. 


Camphor 
Camphor is usually taken as camphorated oil, being given 
in error by parents in 50% of cases. It is an alarming 
poison in that half the cases develop generalized convulsions, 
but the prognosis is good. Of the ten children with camphor 


convulsions I have seen, all did well. One teaspoonful 
(3.5 ml.) of the oil is dangerous to a toddler. Vomiting 
may occur within five minutes of ingestion. If a patient 
takes 30 minutes. or more to vomit he will almost certainly 
have absorbed enough camphor to have a convulsion. On 
the other hand, if a patient has not vomited when first seen 
it may mean only that he has taken a completely innocuous 
dose. Coarse muscular twitching may appear, and usually 
heralds a convulsion, although the twitching may die away 
without a convulsion occurring. If death occurs it is usually 
in the depression following status epilepticus, but it may 
occur in primary respiratory failure. 

The child should be made to vomit. Gastric lavage is 
indicated in most cases, but not if the child is twitching 
and a hospital is near. Paraldehyde, 1 ml. intramuscularly, 
is adequate for most cases showing convulsions. However, 
a second convulsion cannot be viewed with equanimity, and 
such a patient should be referred to hospital, where~the 
physician may have to walk a therapeutic tightrope between 
status epilepticus and respiratory depression. Nikethamide 
is best avoided in such depression, as it is chemically akin 
to camphor itself. 

Digitalis 

The child poisoned by digitalis, which he obtains as pills 
or medicines prescribed for adults, may show nausea, vomit- 
ing, and bradycardia two to six hours after ingestion ; atypi- 
cally he may become comatose without heart signs. Emesis 
and gastric lavage are indicated, but no specific therapy 
should be attempted except in the presence of complications 
—for example, ventricular tachycardia. In this instance 
quinidine sulphate, 1-2 gr. (65-130 mg.), should be given, 
and repeated every two to three hours. 


Ferrous Sulphate 


Cases of ferrous sulphate poisoning should be referred 
to hospital, as intravenous therapy may suddenly become 
necessary to save the child’s life. In a case of sudden 
severe vomiting with rapid prostration the possibility of iron 
poisoning should be considered. 

It is impossible to name a toxic dose of ferrous sulphate. 
One child I know of took 120 gr. (8 g.) and soon after 
vomited the partly digested but recognizable remains of 
tablets equivalent to 108 gr. (7.2 g.), coming to no harm. 
All of 23 cases known to me vomited, beginning 10 to 90 
minutes after ingestion. The child then becomes pale and 
sleepy, and shock may occur early if vomiting has been 
severe, on account of the corrosive action of the poison. 
Recovery after this stage is usual, but in the more serious 
cases secondary shock due to the toxic products of absorbed 
iron may appear about a day after ingestion, and may prove 
fatal. The eventual severity of the case is not related to 
the time of onset of the vomiting, but it does seem to 
relate to the severity of the early symptoms. 

Immediate emesis is necessary, and is of more value than 
lavage if large tablets which are slow to dissolve have been 
taken. In lavage, sodium bicarbonate—a_ teaspoonful 
(3.5 mL) to the pint (0.6 litre)}—is used. Bismuth carbonate, 
3 gr. (0.2 g.), is given four-hourly. 


Kerosene, Turpentine Substitute, Petrol 
The ingestion of kerosene, turpentine substitute, or petrol 
is usually associated with coughing and choking, and in 
almost half the cases radiological signs of bronchopneumonia 
appear. These changes, which may be present within an 
hour of ingestion, are probably produced by direct aspira- 
tion. The onset of symptoms is rapid, with nausea, vomiting, 
and drowsiness. The last is short-lived, and in two to three 
hours the patient is alert. The more severe cases develop 
dyspnoea, cyanosis (in which methaemoglobinaeria may 
play a part), and a temperature of about 103° F. (39.4° C.). 
This happens within 36 hours of ingestion. Clinically there 
may be little to hear in the chest, in spite of definite 
radiological changes. The most severe form, with toxic 

changes in the heart, liver, and kidneys, is rare. 
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Emesis is better not attempted, and the practitioner should 
avoid doing lavage, if he can get his patient to hospital within 
an hour or two. The risk of inhalation during vomiting or 
lavage carried out in an adverse environment outweighs the 
risk of absorption from the gut. Antibiotics should be 
given prophylactically against secondary infection in the 
lungs. Mild cases can be nursed at home and allowed up 
as their general state warrants, without immediate recourse 
to radiological examination, but an x-ray picture is advisable 
before closing the case. Complications such as pneumo- 
thorax and mediastinal emphysema occasionally occur, and 
if the patient needs oxygen he is better admitted to hospital. 


Lead 

Lead-poisoning may result from the burning of battery 
casings or the drinking of contaminated water, but is usually 
caused by the ingestion of paint. Old paint is most apt 
to be dangerous, as the use of lead in paint in recent years 
has diminished as it is so costly. 

It may be weeks or months before the symptoms appear, 
and often the diagnosis is only made post mortem. A 
history of ataxia, cerebral symptoms, abdominal pain, consti- 
pation, and weight loss in a child who shows perverted 
appetite should arouse suspicion. Confirmation may be 
found in stippling of red cells, condensation lines in the 
bones, excess lead in the urine, and renal glycosuria. An 
exacerbation may be caused by an unrelated metabolic upset. 
Specific treatment is best carried out in hospital. 


Methadone and the Morphine Group 

Methadone may be taken as tablets or the elixir. The 
child may be symptom-free for an hour or two after inges- 
tion, even of the elixir, and then develop symptoms, initially 
drowsiness, which may prove fatal. Delay in treatment may 
be due to the failure of the- parents to realize the seriousness 
of the situation, as they are usually much less alarmed by 
drowsiness than by vomiting. 

Emetics should be given and the stomach washed out. If 
symptoms are present, nikethamide, 1 ml. intramuscularly 
or intravenously, depending on severity, or nalorphine, 2.5- 
5 mg. subcutaneously or by .slow intravenous injection, 
should be given and the child referred to hospital. 


Methyl! Salicylate (Oil of Wintergreen) 

The symptoms produced by this poison are those of sali- 
cylism ; they call for the same treatment as aspirin poison- 
ing. One teaspoonful (3.5 ml.) of oil of wintergreen yields 
45 er. (3 g.) of salicylate, and is virtually certain to be fatal 
to a toddler. An added danger is that there may be a 
silent period of five to six hours in which the child appears 
normal. Thereafter the only sign of impending trouble 
may be the almost imperceptible appearance of air-hunger 
respiration. Emesis and lavage are essential. All! cases 
must be referred to hospital. 


Phosphorus and Rat- n 

The common source of phosphorus is no longer matches 
but certain rat-poisons and fireworks. After ingestion, 
there is vomiting, often of altered blood, severe abdominal 
pain, and possibly a smell of garlic in the breath. Severe 
complications, such as liver damage and acidosis, may occur. 
If purgation occurs the stools may be phosphorescent in the 
dark. Potassium permanganate oxidizes phosphorus to 
harmless phosphoric acid. If copper sulphate is obtainable, 
10 gr. (0.65 g.) in half a glass of water is a good emetic, 
serving also to coat the phosphorus. Severe cases should 
be sent to hospital. 

Both arsenic and phosphorus have been used in the past 
as rat-poisons. Recently certain health authorities have 
been issuing dicoumarol mixed in bran. Such a case of 
poisoning should be referred to hospital. If bleeding occurs 
the ideal remedy is the natural form of vitamin K, 100 mg. 
given intravenously in 10 minutes. The vitamin K analogues 
are not so effective, but could be given in a dose of 20 mg. 
intramuscularly if the natural vitamin is not available. 


ee 


Strychnine 


It is unfortunate that since the early 1940's the Registrar 
General’s returns have not quoted the source of i 
strychnine which has caused fatal poisoning. Before that ti 
the commonest source was Easton’s tablets (tabiets of femal 
phosphate with quinine and strychnine), but it js doubtful 
if that is the commonest cause now. Compound purgatiy 
tablets have proved much the commonest cause of strychnine 
poisoning in America and Canada, and compound aloes pills 
must be suspect in this country. 

The first symptoms—muscular irritability and stiffness of 
the back and neck muscles—appear within a few minutes 
to an hour of ingestion. Generalized convulsions quickly 
supervene, usually within the first three hours if they are 
going to occur ; rarely, they may be delayed. .The opistho- 
tonic convulsion, in which consciousness is maintained and 
pain is suffered, needs no description. It may be differen. 
tiated from tetanus by the sudden history and the relaxation 
of the jaw between convulsions. Rarely, strychnine con- 
vulsions are atypical and simulate simple convulsions of 
infancy. 

Emesis and gastric lavage with potassium permanganate 
should be done if the child has only recently swallowed 
the poison and if it was taken in pill form. But if the drug 
was in fluid form, or if a large dose has been taken in 
any form, lavage is better delayed until sedation has been 
obtained, otherwise a fatal convulsion may be precipitated, 
If other sedatives (amylobarbitone sodium or paraldehyde) 
are unobtainable, fairly light anaesthesia may be used. The 
child should also be catheterized during barbiturate sleep, for 
if the urine is alkaline the strychnine salt liberates the free 
base, which may then be reabsorbed. This is also true 
of other alkaloids. 

In poisoning by compound purgative pills, belladonna 
poisoning may coexist with strychnine poisoning, and the 
skin may be flushed and the pupils dilated between attacks. 
However, treatment should be directed at the strychnine, 
amylobarbitone sodium being repeated as often as necessary. 





Next article on Emergencies in General Practice— 
“Some Common Mishaps,” by Mr. Norman C. Lake. 





Refresher Course Book.—Copies of the second volume of 
collected articles from the Refresher Course for General Practi- 
tioners are still available at 25s. (postage 1s.) each. The first 
volume is now sold out. 

Clinical Pathology Book.—‘ Clinical Pathology in General 
Practice,” a collection of 39 articles on clinical pathology tha: 
appeared in the Journal as part of the Refresher Course for 
General Practitioners, is now available, price 21s. (postage %.). 

Both these volumes are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1,.or 
through any bookseller. 





The Food and Drug Administration of America recently 
issued a statement about labelling drug preparations con- 
taining salicylates. The Administration points out that these 
preparations are frequently regarded by the public as harm- 
less, and that ingestion of excessive quantities has been fatal 
in an average of a hundred children and adults annually. 
The labels on all packages of salicylates should be labelled 
with clear directions for use, and such statement as “ Wam- 
ing—keep out of the reach of children.” Instead of 4 
specific dosage for children under 3 the label should read, 
“ For children under 3 years of age, consult your physician.” - 
These rulings have been based on the recommendation of 
a medical advisory panel consisting of paediatricians and 
representatives of the drug industry. Six months is allowed 
for modification of present labelling to comply with this 
ruling. 
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Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Perionychia 

Si.—Dr. F. F. Hellier’s article on perionychia (Journal, 
December 3, p. 1358) is a valuable contribution to the under- 
standing, and therefore the treatment, of this common: and 
tiresome condition, particularly in its emphasis on the fact, 
well known to dermatologists but, unfortunately, not to sur- 
geons, that surgery is quite out of place in treatment and 
may do much harm by opening up fresh tissue spaces. The 
worst cases, in that they are least amenable to treatment, 
are those which have been subjected to total or partial 
removal of the nail-plate or incisions of the folds. Nor 
have I found removal helps, even when the plate is infected 
by ringworm fungus, as Dr. Hellier suggests. I have had 
three patients recover from ringworm of the nails, one in 
spite of removal three times and reinfection of the nail 
each time: he attributed his recovery to the continued use 
of a strong keratolytic ointment. But I agree that nail-plate 
infections usually. persist indefinitely in spite of all treatment. 

For a long time I believed, as Dr. Hellier does, that a 
great variety of organisms, such as staphylococci, strepto- 
cocci,and coliform bacilli, might be the main infective agents. 
I have gradually been forced to the conclusion that they 
are almost always secondary invaders and that the primary 





-infection is with Candida, which can be recovered on 


Sabouraud’s medium with monotonous regularity. Though 
this does not establish the infective role of Candida in 
perionychia, if it is generally true at least one of Koch's 
postulates is fulfilled. The importance of the soil is well 
illustrated by the type of case that shows a violent flare-up 
of activity in the nail-folds following a period of stress. 
One such, a woman under my care with a few fingers mildly 
affected, suddenly in the puerperium developed acute gross 
swelling of all the finger nail-folds, with high fever lasting 
several days and subsequent profuse suppuration of the 
folds, from which I was able to culture only pure Candida. 
In this, as in other cases, I have not, however, been able to 
trace any correlation with Candida infection elsewhere—for 
example, in the vagina or cervix—as some American workers 
claim to have done. 

Staphylococcus aureus may be the primary and only agent 
infecting the nail-folds, but it gives a different clinical pic- 
ture readily distinguishable in that the lesion is acute, painful, 
and tender, and the infection tends to spread under the nail- 
plate. This type is seldom seen by dermatologists. The 
patients are sent, probably rightly, to the surgeons, because 
before antibiotics were available such infections would not 
subside without avulsion of the nail-plate; but recently I 
have seen some of them resolve without surgery when 
systemic treatment with the appropriate antibiotic was given. 

One further point worth investigating is the unexplained 
eccasional selectivity of the affection for one or two fingers, 
or the involvement of one finger at one time and another 
at another. The ring fingers are sometimes the only ones 
affected. I believe damage by friction and pressure from 
the thumb may occasionally be a factor. A school teacher, 
a rather neurotic woman, recognized that she had uncon- 
sciously acquired the habit of rubbing and picking the nail- 
folds of her ring fingers in this way when she was worried, 
and the condition always got worse towards the end of term. 
Though repeated use of a thimble on one finger is some- 
times responsible, I suspect that in most cases some special 
incidental local trauma to a single nail-fold starts the trouble, 
and that the more banal effects of wet work, rough work, 
and degreasing agents account for the spread to other folds. 
But this sequence argues strongly in favour of an infection 
slowly getting a hold, and I believe the infection is Candida. 
—I am, etc., , 

C. HowarD WHITTLE. 


Cambridge. 


Sir,—We would like to congratulate Dr. F. F. Hellier 
on his excellent article on chronic perionychia (Journal, 
December 3, p. 1358). As is the case with many very com- 
mon conditions, it receives scant mention in the literature, 
and probably in consequence few doctors understand the 
underlying causes of the condition. 

Dr. Hellier emphasizes that the main cause is the separa- 
tion of the nail-fold from the nail-plate, so producing a 
deep pocket. Secondary infection, giving rise to swelling of 
the nail-fold, helps to keep ‘this pocket open. Various 
mechanical factors may lead to the initial separation. Dr. 
Hellier emphasizes the part played by maceration from 
excessive contact with water, soap, and detergents, and this 
is probably the most important cause. In this respect it is 
interesting that chronic perionychia sometimes occurs in 
children who are persistent thumb- or finger-suckers. Other 
mechanical factors are faulty manicuring, habits of picking, 
biting, and rubbing of the nail-folds, and excessive scrubbing 
to clean dirty finger-nails. Dr. Hellier mentions that peri- 
onychia is sometimes secondary to eczema. We have also 
seen it when the nail-folds have been involved with warts, 
lichen planus, and psoriasis. The effect of the eruption 
in this area may be to raise up mechanically the nail-fold 
from the nail-plate and so produce the causative pocket. 

In addition to the measures described by Dr. Hellier in 
the general management of these patients, we consider it 
helps if they avoid getting the hands and nails excessively 
dirty, as, for example, by wearing suitable gloves when doing 
the dirty household tasks. This will avoid unnecessary 
washing and scrubbing of the fingers. With regard to 
control of the secondary infection of mixed bacteria, and 
often monilia, we have used the methods that he describes 
with considerable success. Recently we have been impressed 
with the use of dichloro-hydroxyquinaldine (“ steroxin ”) 
for this purpose. We tried this as a paint with acetone, 
but rather to our surprise found the ointment more gener- 
ally useful. The defatting action of the paint appeared 
to make the skin round the nail-fold too dry and hard, 
and this seemed to be an adverse factor in the mechanical 
problem of closing the gap. The latter consideration also 
applies to the prevention of recurrences, which was again 
emphasized by Dr. Hellier. In addition to any waterproof 
barrier cream it is helpful to use regularly an emollient 
hand cream after any washing. Ung. aquosum B.P. is quite 
useful for such a purpose and tends to prevent hardening 
and flaking of the skin round the nail-folds—We are, etc., 


ROBERT P. WARIN. 
Bristol. LAURENCE G. TULLOCH. 


Age and Fecundity 


Sir,—I am very grateful to Professor T. McKeown for 
pointing out (Journal, November 26, p. 1325) that my state- 
ment (Journal, November 12, p. 1159) about the relation- 
ship between age at marriage and subsequent childlessness 
is misleading, since it can be taken to mean that the high 
incidence of childlessness in women who married in 1939 
is due to involuntary sterility alone, when, in fact, much of 
it is due to avoidance of pregnancy. I was concerned to 
show that, since maximum fertility from whatever cause 
declines rapidly with age, stillbirth to an older woman may 
be a greater deterrent to further childbearing than to a 
younger woman. It is almost impossible to say how much 
fecundity declines with age. 

According to the family census of 1946 conducted by the 
Royal Commission on Population,’ 11.7% of couples in 
Britain who married in the years 1900-9 were childless after 








ten years. The percentages by age at marriage were as 
follows : 
Under 20 20-24 25-29 30-34 35-39 40+ 

6-2 8-4 14-3 22:7 39-4 68-2 




















From the age of 25 practically no change in these rates 
occurs with increased length of marriage beyond ten years. 
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The percentage ‘of childlessness in the different social 
classes in 1910 is approximately the same. In women marry- 
ing in 1910 at the age 25-29 childlessness after ten years of 
marriage occurred in 13.8% and 13.4% of manual wage 
earners and agricultural workers respectively ; in professional 
groups and employers 13.3% and in non-manual wage 
earners 13.9%. This is at a time when, according to Lewis- 
Faning,’ not more than 4% of couples used birth control at 
marriage. As birth control spread downwards through the 
social classes the effect is shown im increased childlessness, 
first of all im non-manual wage earners and salaried 
employees and later in agricultural workers and manual wage 
earners. The 1910 figures may give a rough indication of 
the basic fecundity of married women, aged 25-29, in Great 
Britain. Nevertheless, the figures quoted by Professor 
McKeown for Irish women marrying in the period 1876-81 
show fewer childless women after 30-35 years of marriage. 
The rise with age is, however, apparent. For example, be- 
tween the 20-24 and the 25-29 age group childlessness 
increased from 4.4 to 5.9 (the figures 4.9 given by Professor 
McKeown for the age group 25-29 appear to be a misquota- 
tion). 

Glass and Grebenik’ state that conclusions based on these 
figures may not be reliable, since the group of women marrying 
in Ireland in that period may, to some extent, have been 
“* selected * for physiological fertility and. some doubt is thrown 
on the accuracy of the data. For example, more than 10% of 
women marrying at 40-44 years of age were reported to have 
six or more children in their current marriages. Again, women 
married in the years 1876-81 were interviewed at the time of 
the 1911 census. The older women would be aged 70-75 in 1911 
and must represent only a small proportion of the original popula- 
tion. Selection through mortality would vary considerably be- 
tween the various age groups, being highest among the older 
women; selection through migration, which must have been 
considerable in rural Ireland in these years, would have the 
greatest effect on the younger age groups. Migration would 
presumably have a depressing effect upon the marriage rate, and 
this, in turn, might lead to a higher proportion of marriages being 
selected for fecundity. It is impossible to assess the total effect 
of these contrary trends on the true proportion of childless 
marriages. The percentage of childlessness after 10 years of 
marriage in women aged 25-29, marrying in Britain in 1900-9, 
1930-4, and 1939, is 14.3%, 21.6%, and 30% respectively. 

These figures would seem to indicate an increase in voluntary 
childlessness, but in the case of 1939 marriages war conditions in 
some cases forced a postponement. of any serious attempt to have 
children for five years, so that the risks of childlessness in these 
cases were equivalent to those of women of 30-34 marrying in 
peacetime. The general increase in the marriage rate may be 
a factor in the proportionately greater increase in childlessness 
which has occurred in the older age groups, as more relatively 
infertile women in these age groups may now be marrying. 

The extent of the fall in fecundity between the ages of 
20 and 29 is of less importance in the management of labour 
than in measuring the risks of eventual childlessness run by 
those who postpone marriage or the attempt to conceive. 
From the national point of view the importance of the prob- 
lem is out of all proportion to the numbers involved, since 
postponement of childbearing is most common in the profes- 
sional classes, where intelligence is above average. On the 
whole, I feel that no fully satisfactory figures exist for calcu- 
lating the decline of physiological fertility (fecundity) with 
increasing age.—I am, etc., 


Aberdeen. DuGaLp BAIRD. 
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London. 
Tinea of Vulva 


Sir,—Eruptions simulating fungous infections of the vulva 
and adjacent skin are very common, but tinea vulvae due 
to a dermatophyte, and analogous to tinea cruris in the 
male, is so uncommon in this country as to be almost non- 
existent. Careful mycological investigations are essential 








as 
before such a diagnosis is accepted. I have only made a 
positive diagnosis twice in thirty years. 

The matter is important—and is raised in your Journal 
under “ Any Questions ?” (December 3, p. 1403)—because 
treatment of the vulva with many of the recognized fyno; 
cidal measures may readily cause distress by Provoking 
dermatitis venenata. I should be interested to know if 
colleagues agree as to the rarity of this disease and the 
reason for it, considering the prevalence of tinea pedis, | 
wonder if it is true of all races and climes.—] am, ete, 


Leeds, 1. JOHN T. INGRAM, 
Physiotherapy 


Sir,—The letter on physiotherapy by Dr. C. B. Heald and 
Professor Sidney Russ (Journal, November 26, p. 1329) cop. 
tains inferences which prompt us to reply. 

It is inferred that short-wave therapy by inductothermy 
gives the same results as the condenser method. The use 
of inductothermy alone would limit the versatility of appji- 
cation of short-wave therapy without materially affecting 
the cost of the generator. Short-wave therapy in chronic 
arthritis is only part of the physical approach, which, in turn, 
is only one of the many forms of treatment employed. The 
advantage of the infra-red generator, over the gas fire, ig jn 
its design, which concentrates the radiation by reflection to 
a localized area, and allows easy application. The value of 
ultra-violet ray therapy lies in its exfoliative, sterilization 
and trephone-liberating, and counter-irritant effects. In our 
experience, no specific metals enhance any of these effects, 

Dr. Heald and Professor Russ will find in the Annals of 
Physical Medicine more than enough evidence of the critical 
attitude of specialists in physical medicine towards the 
methods of treatment which they use. Much progress has 
been made in the last four years. A Ministry of Health 
Committee, if appointed to examine the subject, would find 
no lack of support, but we would respectfully suggest that 
the “ new era” in physical medicine has already dawned.— 
We are, etc., 

E. F. Mason. 

Oxford. Bryan QO. Scorrt. 


Position for Delivery 


Sik,—The very interesting correspondence on the subject 
of position for delivery has prompted me to wonder what 
Position is adopted by parturient anthropoid apes. Perhaps 
someone better informed than myself could say what is their 
attitude of choice, and whether it might be supposed to 
throw any light on the question of the optimum attitude in 
the human subject.—I am, etc., 

Hull. L. B. WHITEHEAD. 


Sir,—The splendid contribution that “ Doctor's Wife” 
(Journal, December 3, p. 1387) has made to this correspond- 
ence carries an unexpected misunderstanding. She writes 
that I seem to think that Dr. W. N. Leak advocates the 
lateral position, whereas in fact he does not do so. I regret 
any error in interpretation of his words, but in the Journal of 
September 17 (p. 735) he stated: “ Personally I think the left 
lateral much better than the dorsal,” and in the Journal of 
October 15 (p. 968): “.. . the left lateral position, I think 

. . where an anaesthetic was given it was much safer than 
the dorsal.” The context does not alter the implication of 
these two comments. In the Journal of September 17 he is 
horrified by overflexion or hyperextension, yet Walcher’s 
position is hyperextension to try and lengthen the conjugate 
diameter for high forceps operation—if modified, it defeats 
its only purpose. This is not the position Aristotle advised. 

The position adopted by “ Doctor’s Wife” for delivery, the 
supported dorsal, which she approved after trial and error, is 
frequently appraised by women of the white races who follow the 
principles of natural childbirth. I am proud that yet another 
doctor’s wife is able to subscribe to the advantages of this teach- 
ing. In the Journal of October 1 (p. 850) I wrote of the sup- 
ported dorsal position for delivery—‘ between contractions her 
legs assume a relaxed and restful position until the head is 
crowning, when they may be supported at an angle giving the 
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greatest ease of delivery.” 1 cannot believe that either “* Doctor’s 
Wife” or Dr. Leak disagrees with the wide range of freedom 
this gives both mother and attendant. We realize that the discus- 
sion concerns only normal and natural delivery, not complicated 
and abnormal labour. I read that my statements are worse than 
nonsense; I should be ashamed; I injure my cause, etc. I can 
only answer “ Dear, dear,” for Dr. Leak’s incontinence whets 
the appetite fcr discussion impertinent to this correspondence. 
Any differences we may have.upon the position of delivery in 
normal midwifery are basically philosophical, not obstetric. _My 
concepts of the human reproductive function do not include Dr. 
Leak’s opinion (Journai, December 3, p. 1387) that it does not 
take much skill to deal with a normal confinement.” I! believe the 
genius of the natural law, the Gott Natur of Goethe, demonstrates 
in childbirth a magnificence of physiological design beyond the 
limitations of science. In modern society it requires the highest 
refinement of human skill to maintain its perfection and to protect 
it from the blind brilliance of meddlesome midwifery. Unnatural 
positions for normal delivery are primarily adopted to facilitate 
interference, which is still the highest preventable cause of 
maternal morbidity. I found the greatest percentage of uncom- 
plicated confinements in places furthest from obstetric interfer- 
ence, and that the quickest way to destroy the best in nature is 


to civilize it. 


Obstetricians carry the responsibility of the survival of. 


the human race, for the quality and power of motherhood 
permeates the homes, communities, and nations. The con- 
dition and position of a woman when she receives her new- 
born babe has physical, psychological, and spiritual signi- 
ficance. From a wider angle than the purely mechanistic 
performance which “does not take much skill to deal 
with” I have been led, by my experience, to believe that 
the supported dorsal, as I have described it, offers the best 
chance to both mother and baby of reaping the incalculable 
benefit of natural nativity in its fullest sense—I am, etc., 


Petersfield GRANTLY DICK READ. 


*,* This correspondence is now closed.—Ep., B.M.J. 


Hyperparathyroidism 


Sir,—Drs. S. Leonard Simpson and R. R. Wilson (Journal, 
November 26, p. 1283) have done well to emphasize in their 
description and illustrations of a case of hyperparathyroidism 
the importance of an early diagnosis of primary hyper- 
parathyroidism. 

I have repeatedly recorded in the editions of my book’ 
that the average time from the onset of symptoms to the 
clinical recognition of their significance has been nearly 
five years because the characteristic radiographic features 
clearly there set forth have been apparently unknown, as 
in this case. The erroneous diagnosis of osteoclastoma 
arises from the prevalent “Atlas type” of interpretation 
of which I have repeatedly complained—that is, because 
a radiograph of an osteoclastoma shows a localized area 
of bone destruction, a localized area of bone destruction 
is an osteoclastoma ; and because an osteoclastoma has 
giant-cells the demonstration of giant-cells “‘ confirms ” the 
diagnosis of osteoclastoma. I have seen cases, even in teach- 
ing hospitais, in which the typical radiographic signs of 
hyperparathyroidism have been present for over four years, 
during which time the diagnosis and treatments, supported 
by pathologists’ reports, have alternated between Paget’s 
disease, carcinomatosis, hyperparathyroidism, eosinophil 
granuloma, and recurrent osteoclastoma. 

As I have recorded,’ the responsibility for the erroneous 
diagnosis has been due to the preference given to the sig- 
nificance of ill-understood radiology and histology. When 
the clinician has been deceived by collaboration between 
radiologist and pathologist, and particularly in those cases 
where the clinical manifestations have not been given the 
greater significance they deserve, this would afford a most 
valuable check. In Drs. Simpson’s and Wilson's case, 
Fig. 1 shows none of the characteristic radiographic 
features of an osteoclastoma, and the pathologist’s report 
of “typical osteoclastoma” is a very good example of the 
possibilities of misleading interpretation which biopsy can 
afford. 


Are we not neglecting the more reliable findings of clini- 
cal medicine for the more easily obtained tests? As | 
have shown, since hyperparathyroidism is a generalized 
condition a radiograph of the hand will give the charac- 
teristic picture —I am, etc., 

Birmingham, 15. JAMES F. BRAILSFORD. 
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Hydrocortisone 


Sir,—In view of the release of hydrocortisone prepara- 
tions no doubt large quantities of these rather costly 
substances will be prescribed. We are therefore prompted 
to report at this stage the experience we have had with a 
preparation which we have employed as a substitute for 
hydrocortisone ointment in an endeavour to curtail expendi- 
ture. 

Following reports of the cortisone-like action of glycyr- 
rhetinic acid, both in human and animal experiment, we have 
used this substance locally in a variety of skin conditions. 
mostly of eczematous dermatoses, in which good results had 
previously been claimed for hydrocortisone. Although it 
cannot be claimed that the response to the local use of the 
2% glycyrrhetinic-acid ointment, with which we have gained 
most of our present experience, is in all cases equal to that 
of hydrocortisone, we feel that the results are none the less 
sufficiently encouraging to suggest that this substance should 
be given a trial. 

In this group of hospitals alone the partial change from 
hydrocortisone ointment to the glycyrrhetinic-acid ointment 
has so far resulted in a monthly saving of well over £100.— 


We are, etc., A. C. ADAMSON. 


St. Alfege’s Hospital, 
London, S.E.10. W. G. TILLMAN. 


Chlorpromazine and Jaundice 


Sir,—I should like to add the following case report to 
those quoted by Drs, Bernard Isaacs, J. G. Macarthur, and 
Rhoda M. Taylor (Journal, Nevember 5, p. 1122). 

The patient, a woman of 32, had a leucotomy four years 
ago for a depressive state. On September 2 she was given 
chlorpromazine 25 mg. three times a day for three days. 
Five days later there was a sudden onset of fever, shivering, 
and headache. Her temperature was 102° F. (38.9° C.) for 
two days, and she then complained of intense generalized 
pruritus. This was treated with various antihistamines, but 
after a further week she was noted to be jaundiced and 
admitted to this hospital for further investigation. There 
was no previous history of jaundice. She had had no 
injections or transfusions during the previous six months, 
and there had been no abdominal pain. The liver edge 
was just palpable and slightly tender. The stools were 
clay-coloured and the urine contained bile. X-ray of the 
abdomen showed no opaque calculi, Serial liver function 
tests gave the following results: 














1955 Thymol Thymol Serum Serum Alk. 
Turbidity | Flocculation| Bilirubin | Phosphatase 
September 23... Nil | Nil 4-2 20-2 
October 6 - 1 * 4-1 25-0 
a 5 2 on 1-3 21-7 
November 8 1 we 0-6 15-0 











The original diagnosis was infective hepatitis, and, 
although this cannot be positively excluded, such normality 
of the flocculation tests would be unusual and the pattern 
of the tests is more in accord with that previously described 
in chlorpromazine jaundice.’ Clinical jaundice persisted for 
six weeks, but there is slight abnormality of the liver func- 
tion tests after nine weeks. Whitfield’ described a case in 
which the abnormality remained for 15 weeks. 

Excepting Dr. Isaacs’s Cases 2 and 3, in both of which 
there may have been pre-existing liver damage, this is the 
smallest dose of chlorpromazine causing jaundice that I 
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have been able to find recorded. Eagles* described three 
cases in which jaundice followed 25 mg. three times a day 
for 8, 10, and 21 days respectively. The dangers of indis- 
criminate use are further emphasized. In previously 
reported cases,‘ pyrexia has preceded by several days the 
onset of jaundice. Garmany et al.,* in a series of 29 cases, 
report three in which pyrexia and epigastric discomfort 
without jaundice occurred and were relieved by stopping the 
drug. In a further three cases bile salts in the urine were 
associated with abnormal bromsulphthalein retention, 
though flocculation tests and serum bilirubin were within 
normal limits, In the present case pruritus was a prom- 
inent feature and pyrexia preceded the jaundice by one 
week. I believe that pruritus or an unexplained fever 
during chlorpromazine therapy are indications for stopping 
treatment. 

I have to thank Dr. Alexander Kahan for permission to 
publish this case report.—I am, etc., 


London, S.W.12 E. E. F. KEAL. 
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Prefrontal Leucotomy 


Sir,—Dr. D. W. Standley (Journal, December 3, p. 1390) 
is not the only one who is concerned about the effects of 
prefrontal leucotomy. I am constantly seeing cases in which 
this has been done without benefit. Not only are the 
patients not relieved, but they appear to have been made 
considerably worse. It is not those who are reduced to a 
cabbage-like indifference who are so distressing, but those 
cases in which the anxiety and tension appear to have been 
increased rather than diminished. The patient whose per- 
sonality has been so reduced to indifference that he no 
longer cares what happens to him is at least happy, but 
the frantically overanxious patient lives in perpetual hell for 
which nothing can be done. 

One cannot help wondering if prefrontal leucotomy is 
as successful as its enthusiastic upholders maintain, and it 
is a pity that some independent observers cannot assess its 
value, since obviously someone who has recommended such 
a drastic measure would find it difficult to be impartial. So 
far the statistics are all the product of its adherents.—I 
am, etc., 


London, W.1. CLIFFORD ALLEN. 


Skin Necrosis Following Intravenous Noradrenaline 


Sir,—In their article “Skin Necrosis following Intra- 
venous Noradrenaline” (Journal, November 19, p. 1250), 
Mr. J. Humphreys and his colleagues postulate that two 
factors are necessary for the development of this complica- 
tion: first, a prolonged period of arterial hypotension, and, 
secondly, a high local concentration of noradrenaline in the 
vein, as would be produced by infusing this drug through a 
tied-in cannula. At the Royal Victoria Hospital, Belfast, 
two cases have recently been observed in which neither of 
these factors was present, The first was a female patient of 
43 under the care of Dr. D. A. D. Montgomery. She 
had had a two-stage bilateral adrenalectomy for Cushing’s 
syndrome. Before the second operation a cannula of poly- 
thene No. | was inserted into the long saphenous vein at 
the left ankle and passed up the vein for a distance of 
15 in. (37.5 cm.); this was used for intravenous fluids. 
Thirty-six hours after operation her blood pressure sud- 
denly fell, and noradrenaline—8 y»g./pint (0.6 1.}—was im- 
mediately infused at rates not exceeding 40 drops per 
minute, producing a satisfactory rise in blood pressure. This 
infusion was continued for 12 hours and was then stopped. 
The following day a blister developed on her left thigh, just 
above the knee, and within the next few days an ulcer had 
formed with a black slough in its floor, 14 in. (3.8 cm.) in 
diameter, its distal border overlying the tip of the cannula. 


a 

The second was a female patient of 61, under the 
of Mr. R. B. Welbourn. She had had a bilateral a 
ectomy for carcinoma of the breast with extensive me 
following which her blood pressure fell abruptly, Nor. 
adrenaline was immediately infused through a pol 
No. 1 cannula inserted into the right long saphenous Vein 
for about 8 in, (20 cm.). This resulted in the development 
of a large area of skin necrosis on the anteromedial aspect 
of her leg, the distal border of which again corresponded 
to the tip of the cannula. 

In neither of these cases did arterial hypotension Occur 
for more than a minute or two. In both, the tip of the 
polythene cannula was passed so far up the saphenous vein 
that the noradrenaline would have been rapidly diluted by 
the blood stream, and a high local concentration of Dor- 
adrenaline would not occur. These two cases suggest that 
skin necrosis following noradrenaline infusion can occur 
under conditions other than those described by Mr 
Humphreys and his colleagues. Clearly, their suggestion 
that the condition might be avoided by passing the cannula 
a long distance up the vein is not effective in all cases, 

I am very grateful to Dr. D. A. D. Montgomery and 
Mr. R, B. Welbourn for permission to publish these details 
of their cases.—I am, etc., 


Belfast. MICHAEL T. Harrison. 


Barium Enema Adjuvants 


Sir,—-As “ veripaque ” has been tried as a barium-enema 
adjuvant and found wanting, it seems to be apposite to 
review the results obtained with tannic acid, which has now 
been in widespread use in this country for over six years, 
and in the diagnostic radiology department of St. Bartholo- 
mew’s Hospital for over seven years. On being impressed 
with the value of tannic acid while on a visit to the USA. 
in 1948, and advised to use it in a solution of 2% in the 
barium-enema preparaticn, Conway-Hughes and I advocated 
its use in this percentage in 1949." After extensive use we 
have found that a 1% solution is most suitable—i.e., 175 gr. 
(11.5 g.) to the quart (1.1 1). 

To obtain the most satisfactory results the following is 
the procedure : (1) No suspending agent should be used, 
so that if a proprietary brand of barium sulphate is used it 
must be of a type which contains no suspending agent, as 
the tannic acid is precipitated by these agents. This is by far 
the most important factor. (2) The tannic acid powder 
should be placed in the receptacle in which the opaque 
medium is to be mixed, warm water added, and the powder 
dissolved by stirring. If the powder is added to the water, 
it is apt to become lumpy. (3) Having completely dissolved 
the tannic acid powder the barium is then added until the 
required concentration is obtained. If used in this manner 
there should be little criticism of the value of tannic acid. 

The advantages are as follows : (1) In 80% of patients 
excellent mucosal detail is obtained in the post-evacuation 
film. (2) The coating of the mucosa is not so transient as 
with veripaque. (3) The mucosal detail is in no way less 
physiological than with veripaque, as to obtain emptying the 
bowel must contract in both length and diameter, and the 
advantage of tannic acid is the consistently better coating 
than is the case with veripaque. (4) Emptying of the colon, 
even where preparation has been difficult, is often excellent, 
and, whereas retained faecal material may be confusing on 
films of the filled bowel, the post-evacuation films enable a 
sound opinion to be given on the presence or absence of a 
pathological process. (5) The longitudinal contraction of 
the colon is useful in uncovering redundant loops and i 
testing the mobility of the bowel, whilst a tumour does not 
decrease in size as compared with the rest of the colon, and 
fixation is easily demonstrated. (6) The pelvic colon 3s 
usually emptied and a good mucosal pattern obtained s0 
that the segment of the colon most frequently involved by 
disease is adequately demonstrated, provided that no spill- 
over has taken place into the small intestine. This emptying 
of the pelvic colon cannot, unfortunately, be claimed for 
veripaque. 
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Only when an adjuvant with all the advantages of tannic 
acid is available, but without its disadvantage of tending to 
produce some degree of colic, can the latter be superseded. 
Meantime it remains the one substance which has raised 
barium-enema examination from a haphazard procedure to 
a highly accurate examination. As the first advocate of its 
use in this country, but with no ciaim to originating the 
method, I find it reassuring to know that radiologists who use 
the tannic-acid~barium-enema ‘method properly agree that its 
use has been a major advance in the radiological examination 


of the colon.—I am, etc., 


Lenten, BC.1. R. A. Kemp Harper. 
REFERENCE 
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Caesarean Section 

Sir,—Professor Dugald Baird rightly points out, in his 
interesting paper on caesarean section (Journal, November 
12, p. 1159), the danger of an elective sterility that may 
follow upon caesarean section carried out in young women, 
especially in a first pregnancy. And undoubtedly it will 
happen that because of uncertainty as to the significance of 
foetal distress in relation to foetal survival some unneces- 
sary caesarean sections will be carried out. — 

But is the acceptance of some risk—that is, non-inter- 
vention by caesarean section—however slight, always justi- 
fied in the interests of future fertility ? Can the obstetrician 
weigh the “value” of a given child whose life may be 
hazarded against that of future unborn children whose exist- 
ence—for any one patient—is a statistical assumption ? The 
temptation to accept a risk is great in young patients, but 
the decision is not easy, since foetal distress is difficult to 
assess, and temporization for a given degree of distress may 
be crowned with success in one case and with disaster in 
another, all other obstetrical factors being equal. I suggest 
that a decision to accept such a risk based on the assumption 
of future fertility may be fallacious: not all couples may 
attempt to have another child after the loss of the first, 
and for some the reverse may be true. Moreover, the loss 
of an otherwise normal, healthy child is often a tragedy in 
the lives of such parents.—I am, etc., 


Romiley, Cheshire. F. A. L. DA CUNHA. 


Ban on Heroin 


Sir—In considering the ban it seems to me that the fol- 
lowing questions are fundamental : (1) Have substitutes for 
heroin proved to be just as effective ? (2) Is there a material 
leak of heroin legally produced in the United Kingdom into 
illicit use? (3) Is the ban likely to have an appreciable 
effect on the addiction in the U.S.A. and elsewhere ? (4) Is 
it quite impossible to devise any alternative measures of 
heroin control which would be no less effective than the 
ban? If the answer to all these four questions is yes, 
then I think there could be little objection to the ban. But 
I think the answer is not (yet) a clear yes. 


It has been suggested, unfairly I think, that the ban was im- 
posed without steps being taken to ascertain the views of the 
medical profession. But the Minister had asked and taken the 
advice of the Standing Medical Advisory Committee, and he was 
surely quite correct in proposing the ban in the first instance. 
Apparently this committee, consisting of a number of eminent 
individuals, gave its own personal views on the matter without 
taking any steps to ascertain the views of the profession as a 
whole; as there was reasonable unanimity in the committee, this, 
too, was quite understandable. 

Later, from correspondence in the medical press and a resolu- 
tion carried by a very large majority at the Annual Representative 
Meeting of the B.M.A. (where there were well over 400 doctors 
democratically elected, and briefed by their constituents) it 
became quite clear that medical opinion was not unanimously 
favouring the ban, that a substantial number of doctors, indeed 
probably a decisive majority, were opposed to the ban on the 
grounds (amongst others) that heroin was a valuable drug in 
certain cases. 


Thus, what at first sight seemed a clear-cut agreed procedure 
has now become acutely controversial. But there seems to be no 
advantage to be gained from trying to say who was to blame fer 
the present unsatisfactory position. This is not a case for saving 
face (be it the face of the Minister, the committee, or the B.M.A.), 
but of saving suffering humanity, of saving life and soul. I say 
this in all reverence and humility: the moral degeneration of 
addicts is, I gather, literally soul-destroying. Surely we can all be 
big enough to look at the problem afresh in the light of further 
knowledge, not readily available when the first decisions were 
made by each of the parties concerned. Let us try to judge the 
problem solely on its merits—carefully weighing the advantages 
and disadvantages. It has been suggested that because 54 other 
countries have banned heroin we should do likewise. But, surely. 
what is the best thing for, say, America is not necessarily the best 
thing for Great Britain—this seems to me a very “* sheepish 
argument,” and, after all, we are Britishers, not sheep! 

Mr. Macleod and Sir David Campbell have both quoted from 
the British Medical Journal,’ “ Pharmacological opinion has long 
held that its social dangers [of heroin] overshadow its therapeutic 
importance.”” Maybe if heroin had never existed humanity would, 
on balance, have been the better. But we must face facts; it does 
exist and can be made without much difficulty, not only under 
licence in a laboratory, but also under the skull and cross bones 
in almost any odd hole and corner. Prohibiting the legal manu- 
facture will certainly ensure that no one has the benefit of its 
therapeutic blessings, without, I fear, in any way (judging by 
American figures) eradicating its curse of the social dangers. 
It has been officially stated* that we produce in this country not 
a small quantity but over 70% of the heroin of the world. I am 
sure this statement, though made in the utmost good faith, must 
in fact be both misleading and inaccurate. The Minister's figures 
must, surely, refer to the heroin produced legally, and have no 
relation at all to that illegally made. If, in fact, 70% of the real 
total was made in the U.K., and would be stopped by the ban, 
then indeed one would have sympathy therewith. 

Let us try to put the matter in its true perspective. It has 
been officially stated* that the total exports of heroin from the 
U.K. for the 12 months ending September 30, 1955, were valued 
at £261. There are said to be over 100,000 heroin addicts in the 
U.S.A. alone. Now even if the total heroin exported from the 
U.K. went to America—which is improbable—this deadly load 
would not really go very far in victualling a heroin orgy. I make 
it less than }d. worth of heroin per known U.S.A. addict per 
annum. I cannot help feeling there may perchance be some other 
source of supply which is not so readily or altruistically to be 
extinguished at source. 

I think it would help clarify the picture if we could know 
certain additional data re the utilization of the heroin legally 
produced in the U.K. (1) The total production. (2) The amount 
definitely accounted for used medicinally (on prescription), used 
in research, and exported under licence. (3) The amount stolen. 
(4) The amount unaccounted for (presumably stolen). If (3) and 
(4) really give grounds for anxiety, consideration might well be 
given to alternative methods of dealing with the leak other than 
banning the manufacture. , 

I think that a carefully controlled investigation into the com- 
parative value of heroin and its substitutes on a national scale 
organized by the Medical Research Council should be under- 
taken before the ban becomes effective. The report should be 
placed before the profession, and after careful consideration the 
profession as a whole should express its opinion as to the value or 
otherwise of the drug. The Minister would then have clear evi- 
dence as to the therapeutic value or otherwise of heroin, and the 
considered judgment of the profession to help him in forming his 
own decision on what to recommend to Parliament. 

Regarding the 53 known addicts in this country, it would be 
useful to know: (1) in how many of them could the addiction be 
ascribed to heroin prescribed by a registered medical practitioner ; 
(2) in how many cases was it attributable to a person having 
access to legally produced heroin misusing it—for example, a 
doctor, nurse, pharmacist, or scientist abusing his position, and, 
in fact, stealing the heroin for his own personal misuse; (3) in 
how many was an illegal source of heroin the beginning of their 
downfall; (4) do any of these addicts at present receive a supply 
of heroin under the National Health Service; and (5) if so, what 
is likely to happen to them when the ban on manufacture becomes 
effective ? 

I think that the proposal to ban heroin will—whether eventually 
enforced or withdrawn—have been of great service to mankind if, 
and only if, it leads to the problems being carefully and impar- 
tially considered from the therapeutic and sociological! viewpoints. 

In summary, may I suggest that (1) medical opinion is divided 
as to the value of heroin; (2) a carefully controlled investigation 
into the comparative effectiveness of heroin and its substitutes 
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is urgently needed before a balanced judgment is in fact possible ; 
(3) it seems that very few of the heroin addicts in the world can 
-attribute their addiction to heroin originally administered by a 
registered medical practitioner; (4) the amount of heroin ex- 
ported from the U.K. is infinitesimal in comparison with the 
number of known addicts overseas; (5) there seems to be little 
reason to suppose that the total number of addicts in the world 
is likely to be markedly reduced as a result of the ban; (6) the 
result of banning heroin manufacture in the U.S.A. has, so far, 
had disappointing results. 


May I urge that the proposal to ban the manufacture of 
heroin be left unchallenged on the statute book, but an 
amendment be moved to change the operative date for the 
ban from January 1, 1956, to September 1, 1957 (or 
later), and that the position be reviewed in the summer: of 
1957 with a view to acclaiming the ban or pressing for its 
withdrawal ?—I am, etc., 

Warwick. R. P. HENDRY. 
KEFERENCES 
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Sir,—I wish heartily to endorse the opinions expressed in 
the letters concerning the ban on heroin .published in the 
Journal of December 10 (p. 1450). The majority of practis- 
ing doctors, whether in general practice or hospital, surely 
must realize that this ban is yet another blow to our pro- 
fessional freedom. The problem—if indeed there is a real 
problem—has been obscured by a number of factors which 
are of minimal importance. For example, available alter- 
natives to heroin, the fact that certain advisory bodies have 
been consulted, and the desire to fall into line with other 
countries are all points which are overshadowed by the 
one fundamental fact that doctors in effect are being told 
what they may or may not prescribe. 

The Government departments which have interfered with 
our freedom in this way have failed to understand that the 
various bodies (except the B.M.A.) are in no way repre- 
sentative of the opinion of practising doctors. If the Minis- 
ter was to be informed in writing that so many doctors in 
the country were against the ban, then surely he would not 
have acted in this way. In order to obtain accurate inform- 
ation I would suggest that all practising doctors be sent a 
pro forma, and thus express their opinion. The opinions of 
such doctors would be of real value and importance, and 
the information could then be sent to the appropriate 
Government departments. I feel confident that, provided 
the doctors understand what is at stake, the information 
obtained from such an inquiry would surprise not only the 
advisory bodies but the Minister himself. 

All doctors must act at once to preserve what little free- 
dom we retain, and I would further suggest that drastic 
measures be taken by us with this end in view. Could we 
not act together and give fair warning that we shall refuse 
to sign certificates unless we retain absolute freedom to pre- 
scribe for our patients what we believe to be most suitable ? 
This is, I know, a very serious step to take. However, it is 
no less serious than the fundamental problem under discus- 
sion. I feel most strongly that we must act together and 
let our representatives know our opinions on this and any 
other problem that concerns our professional life. It is only 
in this way that the B.M.A. can give to the lay administra- 
tors unequivocal evidence of what the practising doctor feels 
about a particular matter. I should be most happy to 
receive correspondence from any doctors who feel as I do 
and would support my suggestions.—I am, etc., 

Nice H. Harris. 


Mile End Hospital, 
London, E.1. 


Sir,—I should like to congratulate the Council of the 
~B.M.A. on their statement sent to members of Parliament 
concerning the ban on heroin. There is nothing to add to 
this reasoned and lucid exposition. Every doctor who 
resents this interference in clinical freedom should himself 
write to his member of Parliament. 





The ease with which heroin can be made f 
i ; rom morphi 
invalidates this ban in curing addiction—while our sala 
will suffer in our not being allowed to use this valuable 
and, in some cases, irreplaceable drug.—I am, etc., 


Hove. | ae CRAWFORD. 
Callipers 

Sir,—As a female sufferer from poliomyelitis, and there. 
fore rather vain of my appearance, I feel that very little 
notice is taken of the aesthetic and psychological aspects 
of callipers. When you have lain in bed for about six 
months and miraculously can walk again, this aspect does 
not concern one. But as you start going about again and 
get more agile, then it matters more and more. 

From my limited experience it seems to me that, although 
orthopaedic surgeons are eager to help, the main diffi 
is the rather out-moded and conventional minds of the 
instrument-makers, Although they are now using aluminium 
alloys for the sides, callipers are still bedevilled by straps 
galore and unwieldy-looking side springs attached by 
leather straps. All very well for a man, who wears long 
trousers that cover all this, but a woman cannot wear long 
skirts except in the evening. Sometimes in despair on hot 
days I say: “ How I wish that orthopods and instrument- 
makers could wear for a day what they have given me,” 

I myself have been luckier than most people, because | 
have a mechan.cally minded husband who takes an interest 
in improvements. At the moment I am wearing on my 
left leg a half calliper which fits into sockets on my shoe, 
and at the back of the side-pieces are attached two strong 
Terry springs which lift my foot up. This is a bit less 
conspicuous than others, though a bit too heavy. Ortho- 
paedic surgeons seem to be rather interested in mechanics, 
and how I wish that one of them would sit down with an 
engineer and work out a light, inconspicuous toe-lifter which 
does not involve great alterations to shoes and squeaking 
joints and creaking leather. 

Perhaps all this is a subtler psychological gambit than |] 
imagine, and giving poliomyelitis patients such cumbersome 
instruments encourages them ‘to strive to improve their 
muscles and do away with the horrors altogether.—I am, ete, 


Hailsham, Sussex. JOAN BEar. 


Leopold Lafontaine 


Sir,—In connexion with Mr. B. Buckley’s article “ Medical 
Ancestor of H.R.H. Prince Charles, Duke of Cornwall” 
(Journal, November 12, p. 1204) it may be of interest to add 
a few details about Leopold Lafontaine as founder of the 
military medical school in Warsaw in 1809. 

B. Gembarzewski in his book Polish Army 1807-l8I4 
quotes the programme of the school and a letter in which 
professors of the school on behalf of their pupils publicly 
express gratitude to Michael Bergonzoni, proto-physician, and 
Leopold Lafontaine, proto-surgeon, “ not only for the founda- 
tion of the school and maintenance of education but also 
for the wholehearted encouragement they have given to the 
pupils, namely for the donation from their private libraries 
of a considerable number of books, concerning all parts of 
this medical science, whether written in Polish or other 
foreign languages.”—I am, etc., 

London, N.W.2. K. BRZEZINSKI. 


Adult Education for Consultants 


Sir,—No fewer than three different consultants have 
written to me at different times to tell me that my patients 
symptoms were “suspicious of” some condition or the 
other. How, may one ask, can inanimate things like symp 
toms be suspicious of anything? To be suspicious is am 
attribute of either man or beast, something at any rate 
which has life. Surely what they mean is “ suggestive of.” 
It is bad enough to have would-be medical students pilloried 
in Punch; but some pretty odd things come occasionally 
from the soi-disant élite of the profession.—I am, etc., 

Brighton. G. L. DAVIES. 
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c. R. ST. JOHNSTON, M.D., F.R.C.P. 


Dr. C. R. St. Johnston died on December 3 at the Queen 
Flizabeth Hospital, Birmingham, at the age of 45. He 
had been a physician on the staff of the Birmingham 
United Hospitals for nearly 10 years. . 

Charles Ronald St. Johnston, the youngest son of the 
late Dr. George St. Johnston, of Edgbaston, was born 
on March 10, 1910, and educated at West House School 
and King Edward’s School, Birmingham. He went on 
to Birmingham University as a medical student and 
graduated M.B., Ch.B. in 1934, being awarded the 
Foxwell Memorial Medal for clinical medicine and a 
distinction in medicine. After holding several house 
appointments he gained the Membership of the Royal 
College of Physicians in 1937, and became successively 
medical registrar at the General and Queen Elizabeth 
Hospitals. It was during this time that he began to 
develop a special interest in gastro-enterology. He 
made a particular study of the difficulties associated 
with the interpretation of gastroscopic findings, and 
proceeded M.D. with a thesis on this subject, in which 
his interest never waned. After working in the Emer- 
gency Medical Service in the second world war he joined 
the R.A.M.C., eventually holding the rank of lieutenant- 
colonel and being in charge of medical divisions in 
several hospitals. In 1946 he was elected assistant physi- 
cian to the Birmingham United Hospitals, and he also 
became a consulting physician to the Manor Hospital, 
Walsall. In 1951 he was elected a Fellow of the Royal 
College of Physicians, and he had recently become full 
consulting physician at the Birmingham United Hospi- 
tals. From 1948 to 1950 Dr. St. Johnston was one of 
the joint honorary secretaries of the Birmingham Divi- 
sion of the British Medical Association. 

In 1938 he married a fellow medical student, Dr. 
Eveline Mary Fisher, the daughter of Dr. H. R. Fisher, 
of Atherstone, and his widow and four children survive 
him. 

J. A. C. E. writes: Ronald St. Johnston was of that rare 
quality in which the man and his work are one—warmth, 
sympathy, and understanding informing the physician as well 
as the man. Neither his friends nor his profession will 
easily fill his place. As a physician he was happiest in 
being a doctor, his love always being for the clinical side 
of his work. Critical in judgment and honest in assessment, 
he always saw the living entity of the patient behind the 
disease, and perhaps this is what led his interest to gastro- 
enterology. He denied himself any claim as a research 
worker, and felt himself unfitted for it; but the exhaustive 
critical patience with which for years he had correlated 
gastroscopy findings with the full pattern of disease would 
have so qualified him to anyone without his own humility. 
He was an excellent teacher, clear without dogma, well 
informed without seeming learned, and convincing without 
being didactic. But it was in the living art of medicine 
that he excelled and in which his loss will most be felt by 
the medical school. There will always be many people 
capable of teaching a student to be a scientist : St. Johnston 
showed him how to be a doctor. 

St. Johnston’s rather ascetic manner covered a wealth of 
wit and charm, and his surprising power of mimicry was as 
delightful as it was unforced. He was the best of hosts, his 
company full of kindness and humour. He was a passion- 
ate fisherman, almost as happy at home with his rods as with 
the Wye or Connemara salmon. He had developed a love of 
painting, but his enjoyment of it was a little spoiled by his 
intense self-criticism. Only a short time ago his wife had 


recovered from a long and dangerous illness, and it seemed 
he was abott to enter at last the full tide of his use and 
living. 

It is difficult to give in these words a picture of the man 
we have lost, and always one finds oneself returning to his 
warmth, his kindness, honesty, and understanding with clear, 
sharp wits behind them, and his humility and intense self- 
criticism. We have all lost a most lovable and helpful 
friend, and medicine a doctor and teacher of the highest 
class. 





Dr. Isaac LipMAN died on November 16 at the age of 53. 
At the Westminster Hospital, where he was a student, he 
gained several scholarships and prizes, qualifying'L.M.S.S.A. 
in 1923. After holding house appointments, he settled in 
St. Pancras, where he became a very popular general practi- 
tioner and where he worked for 30 years. He took a great 
interest in local medical affairs and served on the council 
of the Metropolitan Counties Branch of the British Medical 
Association, on the executive committee of the St. Pancras 
Division, and on the local medical war committee. As 
honorary secretary of the Division from 1938 to 1944 he 
rendered valuable and tireless service during the years before 
the inception of the Nationa! Health Service. During the 
second world war he served abroad as a captain in the 
R.A.M.C. His death is a great loss to his many friends, 
colleagues, and patients. He is survived by his widow, Dr. 
Rachel Lipman, a daughter, and a son, Dr. Harold Lipman. 
—S. Y. 


Dr. I. E. WuitTEHILL, who practised at Atherstone, 
Warwickshire, died suddenly on November 25 at the age 
of 57, five days after the death of his wife (formerly Miss 
Winifred Brooke). He had had a coronary occlusion in 
September, but was believed to have made a good recovery. 
Ivor Edward Whitehill was born on June 9, 1898, and was 
educated at King Edward VI School, Birmingham. During 
the first world war he was commissioned in the Hampshire 
Regiment and served in France. He studied medicine at 
University College’Hospital and qualified M.R.C.S.; L.R.C.P. 
in 1925. The whole of his professional life was spent in 
the area of the Nuneaton and Tamworth Division of the 
British Medical Association, and he was chairman of the 
Division in 1933-4. In the second world war he served in 
the R.A.M.C. and was posted to India. Dr. Whitehill’s 
interests were almost entirely medical, and his services were 
in great demand on subcommittees of the old insurance 
committee and more recently of the executive council. He 
was a divisional surgeon in the St. John Ambulance, a medi- 
cal officer in the British Red Cross Society, and chairman 
of the local branch of the British Legion. It was an action 
brought by Dr. Whitehill and his partners in 1951 that led 
to a decision in the Chancery Division of the High Court, 
confirmed by the Court of Appeal, that the goodwill of a 
doctor’s practice remained his property even if it could not 
be sold (see Journal, 1951, 2, 1225). Dr. Whitehill was a 
general practitioner of the best type, being an excellent 
clinician: every patient of his very large practice received 
the same unhurried care and attention. He will be greatly 
missed. The very large congregation at his funeral on 
November 28 at Atherstone testified to the affection he had 
inspired in all classes of the community.—D. S. P. 


Dr. F. F. C. JaGGer died on November 30 at the Royal 
Hampshire Hospital, Winchester. which he had served for 
many years as honorary radiologist. He was 80 years of 
age. Frank Field Cunningham Jagger was born on Septem- 
ber 1, 1875, and from Shrewsbury School went on to study 
medicine at Edinburgh, where he graduated M.B., Ch.B. in 
1900. After holding the post of house-surgeon at the 
Lincoln County Hospital he went into general practice in 
Harlow, where he remained until 1914. He then volunteered 
and went to France as medical officer to the Westminster 
Dragoons, and subsequently served with a battalion of 
the King’s Own Yorkshire Light Infantry. In the latter 
part of the war he became interested in radiology, and 
was appointed medical officer in charge of the x-ray and 
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electrical departments of the Dartford War Hospital. From 
then on he devoted all his energies to this specialty. On 
demobilization in 1919 he settled in Winchester, and in due 
course he built up a large consulting radiological practice, 
being appointed honorary radiologist to the Royal Hamp- 
shire County Hospital, the Basingstoke Hospital, the Fleet 
and District Hospital, and the Alton Cottage Hospital. He 
remained on the staffs of these hospitals until after the 
end of the last war, for his retirement was postponed by 
the advent of hostilities. In addition to his x-ray work at 
the Royal Hampshire Hospital he was in charge of the 
physiotherapy department, in which he took a keen interest. 
His work was always of the highest standard, and he was 
well known for his skill and judgment and respected for 
his professional integrity. He had great personal charm 
and a keen sense of humour which made him beloved by 
all his friends. Dr. Jagger was twice married. His first 
wife died in 1927, leaving him with one daughter. His 
second marriage took place in 1932, and the deepest sym- 
pathy is extended to his widow.—C. B.S. F. 


Dr. H. B. Couns, deputy medical officer of health for 
Scunthorpe, died in hospital on November 14 at the age 
of 49. Born on January 26, 1906, at Castlebellingham, 
Co. Louth, Herbert Barton Collins was educated at the 
Grammar School, Sligo, and afterwards at Mountjoy School, 
Dublin. [n 1930 he graduated M.B., B.Ch., B.A.O. at 
Queen's University, Belfast. After holding resident posts at 
the North Lonsdale Hospital, Barrow-in-Furness, he went to 
Scunthorpe in 1932. In addition to his general practice he 
undertook the work of medical officer to John Lysaghts 
(Scunthorpe) Ltd., one of the town’s main steelworks, and 
he was afterwards appointed deputy medical officer of health. 
From 1939 until 1945 he was on active service with the 
R.A.M.C. in the Middle East and in India. During 1954 he 
held office as chairman of the Scunthorpe Division of the 
British Medical Association. 

A colleague writes: “Steve” Collins was a faithful 
physician, a keen sportsman, and a loyal friend. If at times 
he showed signs of bad temper it was always directed 
against himself or his golf clubs. Even in the select com- 
pany of Lincolnshire sportsmen he was accounted a very 
good shot. Kind towards others, and generous in both 
thought and action, he nevertheless set high standards for 
himself, so that, whether in his profession as a doctor or in 
his personal capacity as a host, one could detect at times the 
self-discipline of a perfectionist. His capacity for friendship 
was wide and deep, and among his chief delights were 
flowers and children. The circumstances of his death were 
particularly poignant. One of his daughters, aged 4}, had 
been admitted to hospital as a case of poliomyelitis only 
thirteen days before the same disease claimed him as its 
victim. He is survived by his widow, son, and three young 
daughters. 


Dr. Patrick O’CONNELL died at his home at Southampton 
on December 2 at the age of 63. Patrick O'Connell was 
born at Castleimey, Co. Tipperary, on February 20, 1892, 
and was educated at Mount St. Joseph’s, Templemore. As 
a young man he was a noted Rugby player, being “ capped ” 
for Ireland in 1913 and 1914. He received his medical train- 
ing at Dublin and took the Irish Conjoint diploma in 1916. 
Two years later he came to England and was in practice at 
Southfields until 1920, when he moved to Southampton to 
succeed the late Dr. W. P. O'Meara, whose daughter he 
married in 1919. He quickly became a well-known and 
popular figure in Southampton. Despite having a large prac- 
tice, he knew all his patients intimately and gave them much. 
In return he gained their high regard and admiration : many 
are the households in which a patient of his would say, 
“The doctor had only to come through the door and I felt 
better.” “Paddy” learnt some three years ago that time 
was limited, but he carried on cheerfully and uncomplain- 
ingly until illness forced him to retire six months ago. He 
was a good doctor and a grand Irishman. He is survived by 
a widow and one son and one daughter.—A. M. 


SC 
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WRONG FINGER AMPUTATED 


A woman stated by Mr. Justice Stable at Stafforde: 
Assizes on November 29 to have lost her right hand for all 
practical purposes was awarded a total of £2,959 js. 

after a three-day hearing. It was claimed that after her 
hand had been injured by a defective power press at 
work the top of her little finger was amputated instead of the 
top of her injured middle finger. The judge awardeg Mn. 
Lily Patten, of Wolverhampton, £459 1s. damages against her 
former employers, Equator Wheels and Sections, 
Wolverhampton, for negligence and breach of statut 

in the fencing of a press she was operating when she injured 
her right hand. Mrs. Patten was also awarded 
damages against the Birmingham Regional Hospital Board 
for negligence in the treatment of her injuries at Wolver. 
hampton Royal Hospital. Out of this sum the judge directed 
that £500 already paid into court by Dr. B. H. Colman, the 
house-surgeon who had performed the operation and who 
had admitted liability, should be taken, with the addition of 
special costs and with deductions to be calculated, Py. 
ceedings against Mr. E. A. Freeman, consulting orthopaedic 
surgeon at the hospital, were discontinued. 

Mrs. Patten’s case was that on April 10, 1951, she wa 
placing a metal disk in the press when it suddenly descended 
and caught her right hand. The press was defective ang 
the guard inefficient. Mr. E. A. Freeman, the consultant, 
had advised that part of the damaged finger should bk 
amputated. By mistake, however, the top of the Wrong 
finger was taken off. An operation for the suture of g 
severed tendon in the injured finger was performed too late, 
and all three middle fingers were bent in towards the palm, 
Mrs. Patten had the whole of the middle finger amputated 
19 months after the accident. She claimed that an explon- 
tory operation should have been carried out as soon asa 
severed tendon was suspected. Since the second operation 
she had been unable to unclench the injured hand, and had 
had to pay a series of visits to the hospital physiotherapy 
department for treatment. She could not use her hand and 
her health had deteriorated since the accident. She had 
dizzy turns, blackouts, and spells of trembling. 

Mr. B. T. Rose, honorary surgeon, United Birmingham 
Hospitals, said an exploratory operation should have been 
carried out to ascertain if a tendon was divided when 
Mrs. Patten first arrived at the hospital, so that the tendon 
could be joined if necessary. The doctor on the spot was 
naturally in the best position to decide what should be done; 
but the casualty officer, being a young man, should have 
sought a senior’s advice. 

The director and general manager of the company that 
had employed Mrs. Patten said that the press was seen two 
days after the accident by a factories inspector, who had 
no complaints to make about it. 

Giving judgment, Mr. Justice Stab'e said that the hospital 
must have known that, by the grievous neglect of someom 
for whom they were responsible, Mrs. Patten had had he 
right hand incapacitated. Yet he was surprised, and nota 
little shocked, that they did not express any regret and accept 
full responsibility for the consequential damage. He said: 

“IT have reason to deplore the number of actions which I fed 
are wholly ill-founded claims brought against surgeons and 
doctors for negligence. But neither the patient nor his relations 
really know what goes on inside the hospital. 

“There cannot possibly be a bad mistake made which eyery- 
one in the hospital does not know about, and if the patient wer 
informed it is likely that it would put a stop to the ill-founded 
claims. Otherwise the patient and his relations do not hear tht 
facts until they are brought out in court. I hope there will m0 
now be many cases where people have the wrong part of thet 
anatomy removed in hespital without an immediate admission of 
the wrong done and the acceptance of the financial res 
which ensues.” 

Describing the case as.“ one of tremendous interest até 
importance,” the judge said it was clear that there was? 
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a 
: by the firm to conform to the common duty of 
cant fencing the dangerous parts of the press. As to 


‘#al board, the judge said that neither doctors nor 
- oo xere infallible, as Medicine was not an exact 
ors “A doctor may make a wrong diagnosis, and a 
we ytiealar form of treatment may turn out to be unsuccess- 
ful, but it does not follow that he has committed an action- 
able wrong to his patient.” For the act of negligence and 
its consequences, the hospital, as the principals, were 
responsible. 
The Medical and Dental Defence Union of Scotland acted for 
Dr. Colman, and the Medical Defence Union for Mr. Freeman. 


HYSTERIA AFTER TRAIN ACCIDENT 
[From OUR MEDICO-LEGAL CORRESPONDENT] 


On November 28, 1955, Mr. Justice Barry, in awarding 
£6,000 damages for injuries to Mr. Albert Frederick Bailey, 
of Harrow, arising from the railway disaster at Harrow 
and Wealdstone Station on October 8, 1952, delivered a 
judgment of considerable interest from the aspect of “ com- 
pensation neurosis.” ; 

Mr. Bailey, a railway employee, had just got into the local 
train as a passenger when it was struck by another train, 
as a result of which he was thrown to the floor and pinned 
by the legs. He knew of the expected arrival of the express 
from Euston on the lines blocked by the wreckage, and it 
duly came, causing further damage and casualties. Mr. 
Bailey's case against the British Transport Commission was 
that as a result of his experiences in the crash, for which 
liability was admitted by the Commission, he suffered from 
loss of memory, loss of power in the legs, and traumatic 
neurosis due to shock. 

The defendants’ case was that Mr. Bailey had been suffer- 
ing from incipient neurosis at the time of the accident and 
that the cause of his present condition was his own person- 
ality. He was poor psychological material, and a desire to 
get compensation prolonged his hysterical condition while 
he still genuinely believed that money was the last thing he 
wanted. 

Giving judgment, Mr. Justice Barry said that, although 
by extraordinary good luck the plaintiff had sustained no 
physical injury, he had from the date of the accident or a 
few days afterwards been suffering from hysteria, which 
had manifested itself as a hysterical disturbance of gait and 
stance, and had persisted, though in a varying degree, so 
that he was in his present condition unfit for any form of 
employment, His Lordship was satisfied that the plaintiff 
was wholly genuine and was the victim of a true neurosis. 
The difficult question was: How long was it likely to con- 
tinue? He was bound to accept the evidence that hysteria 
was a motivated, purposive illness, and that trauma did 
not engender a neurosis unless there was some other reason 
for its development. Various witnesses had said that desire 
for compensation was a common motive, but clearly there 
were others, and to discover the motive in any particular 
case meant delving into the darkest recesses of the human 
unconscious mind. 

Except as regarded the future, it mattered little what the 
real underlying motives might be. If the court was satisfied 
that the only motive and purpose of the plaintiff's mental 
illness was a conscious or unconscious desire for compensa- 
tion, it might be easy to forecast that when an award was 
made it might lead to a rapid recovery. He was not satisfied 
that the dominant purpose behind the plaintiff's hysterical 
condition was a desire for compensation, and the general 
opinion of most of the doctors who had seen him was that 
his symptoms would last a wholly indefinite period which 
might amount to weeks, months, or years. He was satisfied 
that the plaintiff would be unable to work for a long time 
and that his disability, though entirely subjective, was 
genuine, 

The dilemma was that, if the plaintiff never improved, 
the damages he was about to award would be inadequate, 


* The Times, November 29, 1955. 





but if the prognosis proved wrong and he made a spectacu- 
lar recovery the award might be too much. How anyone 
would escape from the dilemma was beyond comprehension, 
and he thought the appropriate figure to award was £6,000, 
together with £58 2s. 3d. for special damages. He ordered 
£755 paid into court by the defendants to be paid out to 
the plaintiff, and granted a stay of execution for 28 days 
pending appeal, 





Medical Notes in Parliament 








HEROIN POLICY REVERSED 


HOUSE OF LORDS DEBATE 
Lord Jowirtt, Leader of the Opposition Peers, on December 
13 initiated a debate on the Government's proposed ban on 
heroin and moved “that, in the opinion of this House in 


‘ view of the apparent conflict of expert medical opinion on 


the banning of the manufacture of heroin in this country, 
the period of the present licences to manufacture should be 
extended pending the institution of further inquiries on this 
subject.” 

He said that he would ask ‘the House to pronounce on 
the matter unless Government spokesmen intervened to say 
they realized there was a case for further consideration, and 
announced that they were prepared to give that further con- 
sideration, and in the meantime continue the licences as they 
are at the present time. Lord Jowitt was interrupted by a 
loud cry of “No” from one peer when he said, “ This 
is the first time in our history that the medical profession 
are being prevented from using a drug which many of them, 
and I believe most of them, consider to be indispensable 
in most cases and, generally speaking, those internal cases 
in which other analgesics have failed to give relief.” Lord 
Jowitt went on to complain that the B.M.A. was never con- 
sulted before the ban was made, neither were the Royal 
College of Physicians nor the Royal College of Surgeons. 
He considered the investigating committee which recom- 
mended the ban to be “the wrong body to consult,” and 
suggested the right body would have been some very high- 
powered committee chosen specially from people who had 
real knowledge of the use of the drug. He thought the 
committee had failed in that it had never revealed to the 
Minister that there was a difference of opinion in the 
medical profession. In his opinion the fact that the Govern- 
ment had banned the licit manufacture of heroin increased 
enormously the danger of illicit manufacture. ‘“ The 
alleviation of pain,” he added, “ of those dying from cancer 
who can get relief from no other drug can hardly be 
described as selfish.” 


New Legal Point 


Lord Jowitt said he wanted to raise a new legal point: 
there was very serious ground for doubting whether the 
Home Secretary had any right to use his powers under the 
Dangerous Drugs Act to ban the manufacture of heroin. 
He urged the Government to consider this carefully. The 
power to control the manufacture was a power to control 
it for preventing the improper use of heroin. But the Home 
Secretary had said, “ No individual can manufacture heroin 
unless he is licensed to do so, and if I announce in advance 
that I shall license nobody, I can indirectly ban the manu- 


’ facture of heroin.” If that was said to be a method of 


controlling the manufacture to prevent improper use—* if 
I was in charge of a dog, a horse, or a child and I shot it 
through the heart and it gave no further trouble, would I 
be controlling it?” He considered the Home Secretary’s 
announcement that current licences for the manufacture of 
heroin would not be renewed was absolutely wrong and 
outside the Home Secretary’s powers. If this was going to 
be done for the first time—to ban a drug which many 
members of the medical profession thought to be of import- 
ance—it ought to have been done by a Bill, and not by the 
indirect method of trying to use the Dangerous Drugs Act. 
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If the Government were going to say that they wanted 
further time to consider this, then in the meantime the 
manufacture of heroin should be allowed to go on, without 
prejudice to their stopping it in the future. And if it did go 
on, the Government might take the opportunity of further 
consultation with the medical profession, because it was 
unfortunate that there should be this wide divergence of 
view in the profession. 


Views of Teaching Hospitals 


Lord Jowitt said he had ascertained the views of the 
great teaching hospitals in London. Guy's Hospital had 
unanimously passed a resolution against this ban. Other 
hospitals opposed to the ban were: London Hospital, 
St. Bartholomew’s, Charing Cross, King’s College, Hammer- 
smith, St. Thomas’s, St. Mary’s, University College Hospi- 
tal, the Royal Marsden, and the Brompton Hospital. “ Who 
are any of us to set ourselves against these views?” he 
asked. Consider the ease with which heroin could be pre- 
pared from morphine. It could be made from morphine 
in a few hours over a kitchen stove by anybody with an 
elementary knowledge of chemistry. During 1946 to 1951 
the amount of illicit heroin seized in this country was 11 g. 
In 1951 in the rest of Europe the amount seized was 62,711 g. 
and in North America 28,870 g. 

Amid loud cries of approval from other peers, Lord 
Jowitt begged of the Government to postpone the ban 
for the time being, and suggested the matter should be 


referred to an ad hoc committee of eminent doctors who 


were familiar with the drug. 


Successful Control 


For the Government, Lord MaNcrort, Joint Under- 
Secretary of State, Home Department, said that addiction 
to heroin was not a serious problem in this country. There 
were only 52 addicts in England and Wales and two in 
Scotland, and there was no reason to think that addiction 
was becoming more serious. The system by which we con- 
trolled the manufacture, supply, and possession as well as 
the import and export of drugs was one of the most success- 
ful in the world. There was not much illicit traffic in heroin 
in this country ; there was no evidence that any substantial 
quantities of our supplies had found their way into the black 
market abroad. He agreed there were eminent doctors who 
were seriously convinced that heroin was essential to relieve 
the suffering of some of their patients. The Government's 
decision to impose the ban was taken as a result of a resolu- 
tion passed by the United Nations economic and social 
council in July last year. He gave five reasons for advo- 
cating a ban on heroin. First, heroin was one of the most 
dangerous drugs known and gave rise to an addiction 
problem of world-wide gravity. Secondly, heroin was easy 
to handle, easier to smuggle than opium, whose place it 
was taking ; it could be administered without any apparatus 
such as a hypodermic syringe : it could not, incidentally, be 
manufactured in the back kitchen quite as easily as some 
people seemed to think. Thirdly, the existence of a serious 
black market in heroin required the taking of exceptional 
measures for its suppression. Fourthly, countries struggling 
with the problem agreed that if the manufacture of heroin 
were made illegal the task of suppressing the illicit traffic 
in the drug would be made much easier. Lastly, less danger- 
ous substitutes were now available. The expert and care- 
fully considered medical advice given to the Government 
was that these substitutes were reliable, effective, and equally 
beneficial. Without that assurance the Government would 
never have taken this decision. 


Previous Consultations 


Lord Mancroft dealt with the events which led up to the 
Government’s decision. The Minister of Health was satis- 
fied that the Standing Medical Advisory Committee was the 
most suitable body to consult. This Standing Committee 
had also held consultations with the British Pharmacopoeia 
Commission, which in turn had consulted a number of 
bodies including the Medical Research Council and the 
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Science Committee of the B.M.A. So much for the 
gestion that the B.M.A. were not consulted in any 

said. The British Pharmacopoeia Commission said Pow. 
were prepared to delete the monograph on heroin tonal 
British Pharmacopoeia if international agreement on the 
hibition were reached. The Standing Medical ‘ 
Committee had agreed with the views of the Commis 
and advised Mr. Bevan, when he had been Minister 
Health, that it would be justifiable to prohibit the a 
heroin in Britain if international agreement were > 
to prohibit its manufacture and sale. In 1953 the w 
Health Organization recommended that the few ra 
states which had not already done so should Prohibit the 
import and manufacture of the drug. In July, 1953 
article in the British Medical Journal clearly suggested ‘eer 
heroin was no longer indispensable. In view of the ex 
advice they had received he confirmed in April leet fe 
Government’s decision that at the end of this year no further 
licences for the manufacture or export of heroin would be 
granted except for small quantities needed for Scientific pur. 
poses, and that the present policy of not permitting imports 
should be continued. He did not see how the Governmen, 
could possibly have taken any other decision. 

In April this year, nearly five years after the matter had 
first been put before the medical profession, letters 
to appear in the medical and lay press from doctors dis. 
approving of the restriction. It was, to say the least, sy. 
prising that when the Minister of Health asked for the 
advisory committee’s advice in December, 1954, none of the 
members of the B.M.A. serving on the advisory committe 
objected to the proposal to ban heroin, despite the resoly. 
tion against the ban passed by their own Association in the 
previous months and the existence of which they never even 
revealed. : 

The Government intended to keep the working of the 
restriction under constant and searching review, but they 
could not go back on a decision which had only been con- 
firmed after the most conscientious investigation—“ cop. 
scious of our duty to other civilized countries and even more 
conscious of our duty towards a sick man in pain.” 


Unfair Criticism of Minister 


Lord Moran said he did not think the criticisms of the 
Minister had really been fair. The Minister had consulted 
the only body which was set up by statute to advise him. 
Lord Moran did not think he could have done anything 
else, and he was very wise to take the course he did. If the 
Minister consulted his professional advisers and took their 
advice, and if later some of them recanted and took the 
Opposite view—and, whereas before they had supported the 
ban, now led a crusade against it—surely there must be an 
end to all confidence between the Minister and his profes 
sional advisers, 

The problem was, could you compare a combination of 
drugs with a drug like heroin ? He was told that the diffi- 
culties in the way were almost insuperable. There were 
54 countries where heroin was banned and the doctors 
seemed to get on quite well without using it. That did 
suggest that to some extent substitutes had been found 
satisfactory. An American physician who was president of 
one of their colleges of physicians, and president later of 
the American Medical Association, had sent him the 
following cable: : 

“* American experience is nobody objects to the ban on heroin 
except the addicts. The medical substitutes are entirely 
satisfactory.” 

Lord Moran continued: “ Did the Minister, in advocating. 
this ban, offend against the fundamental belief in the pro 
fession that no one should interfere between a man and his 
patient, no one should interfere with a man giving a drug 
which he thinks is efficient? There is not the sfightest 
doubt this is felt very keenly in many quarters in the pre 
fession. Nobody would interfere between a patient and 
his doctor without some very good reason, but, when that 
is said, surely this freedom of the doctor can never bt 
absolute.” 
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Think Again 


Lord WEBB-JOHNSON urged the Government to consider 
again whether they should adhere firmly to the view that 
they took. He was convinced that proper advice was not 
o vecoust WAVERLEY disagreed with the Government in 
this matter. He took the view that for a government to 
deprive an able, responsible, and conscientious medical man 
of the opportunity of prescribing what he genuinely believed 
was in the best interests of his patients was indefensible in 
the absence of the most cogent and compelling reasons. 

Lord Rea, Leader of the Liberal Peers, supported the 
motion, and said he hoped the Government would give some 
consideration to the very forceful views expressed. 


Artificial Atmosphere 

Lord HaDEN-GuEST said he was anxious that the ban on 
heroin should be carried out. It was one of the most danger- 
ous drugs of addiction. For many years heroin addiction 
had been a grave social problem, not in this country but in 
other countries. “The human race does not stop at the 
cliffs of Dover,” he said, “we must not take the narrow 
view.” 

Earl Howe interrupted him to ask: “If you were dying of 
cancer, would you say the same thing ? ” 

Lord HADEN-GUEST retorted: “ Yes, certainly, I have been 
on the field of battle and have not been afraid there, and I 
would not be afraid if I was dying on a cancer bed.” 

He said he spoke as a doctor and had used very little 
morphine in his life and had never used heroin. There was 
a lot too much sob-stuff talked about this business of the 
relief of pain in the last stages—(“Cries of “Oh! ”}—a 
great deal too much. The mass of people did not need to 
complain, because their doctor was able to relieve them from 
pain without using heroin or other powerful drugs. “1 speak 
with some heat and vehemence because I feel we have got 
into an artificial atmosphere over heroin, as if it was the 
only thing that could ease pain. It is perfectly ridiculous.” 
He hoped that the Government would not be led away by 
cries asking them to upset arrangements for banning heroin 
on a world scale. 

Lord Tevior said he was told the U.S.A. was seriously 
considering withdrawing the ban because it had not had the 
effect that it was hoped it would. 

Lord ELIBANK said that heroin was used on him over fifty 
times in a few weeks, so, according to Lord Haden-Guest, he 
ought to be a drug addict—but he did not feel one. The 
ban meant that, by order of the Government, those physi- 
cians who were satisfied with heroin as a means of relieving 
suffering should experiment on their patients. 

The MARQUESS OF SALISBURY protested that this was a 

monstrous suggestion. Lord ELIBANK argued that this would 
be the effect of the Government putting on the ban, and 
said he was not willing to withdraw the suggestion. 
Lord AMULREE said that he practically never used heroin 
in his hospital work, although he used it himself when he 
got a nasty cough. He had tried substitutes, but preferred 
to use heroin. 

He had never become an addict, though he had been 
taking it for twenty-five to thirty years on the rare occa- 
sions when he needed it. He joined Lord Jowitt in asking 
the Government to postpone the imposition of the ban. 


Legality of Ban in Doubt 


Winding up the debate, Viscount Wootton, Chancellor 
of the Duchy of Lancaster, pointed out that this question 
did not arise because “ some bright boy in the Government 
said, ‘Let's have a go at heroin.’” It arose because the 
Government of the day was faced with the problem when 
54 nations said, “ Here is a drug that is dangerous to society, 
and we ask you to give up the manufacture of it.” Lord 
WOOLTON said that he had himself had heroin. He was not 
SO sure about its benefits. He had asked not to be given 
any more, 


The other question put to them, he said, was, “ Why 
didn’t you make more experiments of a clinical nature be- 
fore you took the responsibility of saying the public should 
not have this drug? Why don’t you test it out clinically, 
and would not it be a good thing if we proceeded to do 
that now?” Lord Woolton said he did not know whether 
he had sufficient authority to say that he had very much 
doubt whether clinical experiments of that nature would 
be much use. “If you think it would be a good thing, the 
Government is prepared to take early advice from the 
Medical Research Council on whether it would be practic- 
able and advantageous to arrange a series of special scien- 
tific trials in this field.” But there surely was some clinical 
evidence on which they might form some judgment—that 
was, there were so many doctors in this country who did 
not use heroin. There was some clinical evidence of the 
fact that other drugs and combinations of drugs could be 
effective. : 

Was Lord Teviot really wise to have made a danger- 
ous remark about seeing that his doctor laid in a stock of 
heroin in case anything happened to him? The very worst 
thing in the world would be that the people of this country 
should get it into their heads that this was some drug of 
which they should have some private hoard in case anything 
happened to them. 

Viscount THursOo asked whether hospitals in this country 
were laying in stores. He did not see anything improper in 
Lord Teviot saying he was laying in a store if hospitals were 
announcing it. Lord WooLToN said he thought there was a 
world of difference between private people doing it and 
private hospitals. 

Lord Woolton continued: “ Where the Government, on 
the best medical advice it can command, decides that some 
drug constitutes a social danger, and on the same expert 
advice comes to the conclusion that there are effective 
alternative drugs, has not the Government the right to say 
that this drug shall not be made in this country except for 
experimental purposes ? Or are we to say that, in spite of 
all the weight of medical opinion, the individual doctor must 
be allowed to follow his own judgment and individual know- 
ledge in this matter, even though that knowledge may be 
inferior to that of the leaders of his profession ? ” 

Lord Jowitt had raised a legal point of considerable 
complexity and of very great importance. He, Lord 
Woolton, would not express a view on it, because there 
were obviously divergent views. But the ban on heroin 
would not be imposed by this Government unless and until 
it was clearly established that such action could legally and 
lawfully be taken. 

“ Time is short, the end of the year is very near, and to give 
ample time for full and careful consideration of this matter 
I announce that the Government will not impose the ban on 
December 31. It will be of course for the Government to 
consider what the next step will be if the legal issue put 
forward proves to be well founded. In these circumstances, 
I think postponement should be conceded, and I would hope 
that Lord Jowitt will not think it necessary to divide the 
House.” 

Lord Jowitt then asked if this meant that licences for 
heroin would be issued to the proper people, as before, for 
the next 12 months. The MAaARQuess OF SaLisBury told 
Lord Jowitt that when the legal point had been settled 
the Government would make a statement, but there would 
be no refusal of licences meanwhile. Lord Jowrtt pressed 
for something more definite than this, saying that otherwise 
he thought the House would like to express its opinion. 
Lord SALisBuRY intervened again to say that he now under- 
stood that the licence period would be for a year, and Lord 
Jowrtt then withdrew his motion. 





International Aspect 
The Home Secretary was subjected to a further cross- 
examination on the heroin ban on December 8. Much of 
it covered now familiar ground, but Major G. Lioyp- 
GeEorGE, in one of his replies, having reiterated that most 
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anxious consideration had been given to the subject, added: 
“There is no unanimity on this question. Whatever 
decision was taken, I am bound to say that I never could 
see any unanimity on it at-all. In view of that, I think we 
have to take this step to help the international situation.” 

The international aspect figured in a number of the ques- 
tions put to him. Mrs. Lena Jecer (Holborn and St. 
Pancras South, Lab.) asked why, in view of the figures that 
had been published of the extent of heroin addiction in the 
United States, the Home Secretary imagined that the ban 
would have an effect on addiction in this country. Major 
Lioyp-GeorceE Said that he was simple enough to believe 
that, if a large number of countries thought that to ban 
heroin was a good thing to get rid of this appalling scourge, 
the contribution made by this country would help towards 
it. The fact that the U.S. figures were high seemed to him 


no reason why we should not join with other countries. ° 


Sir FREDERICK MEssER (Tottenham, Lab.) commented that 
the published figures and the evidence available were no 
real indication of the widespread extent of addiction. Mr. 
JoHN HALL (Wycombe, Con.) suggested that from the evi- 
dence that could be obtained it would seem that the ban 
in other countries had led to an increase in addiction. In 
view of the very little advantage that seemed to be gained 
by the present proposal, weighed against the amount of 
human suffering that might be involved, should it not be 
reconsidered ? Major Ltoyp-Georce replied that he could 
not accept the contention that imposing a ban had led to 
increased addiction in other countries. He had no inform- 
ation to confirm that at all. 


Clinical Tests 


Sir Ropert Bootusy (East Aberdeenshire, Con.) asked 
the Home Secretary if, in consultation with the Minister 
of Health and the Secretary of State for Scotland, he would 
consider carrying out clinical tests, if possible under. the 
auspices of the Medical Research Council, before he 
finally put his decision into effect. Major LLoyp-GeorGe 
said that he could not commit himself on that, but he would 
certainly talk to them about it. Sir RoBerT GRIMSTON 
(Westbury, Con.) asked the Home Secretary to make it 
clear that the ban would not prevent the use of existing 
stocks. This would provide an intervening period when 
tests could be made and medical opinion crystallized. He 
asked the Government to keep a close watch on the matter, 
so that if the fears of a large part of the medical profession 
proved right, and there was no proper alternative, the ban 
might be removed before stocks had been exhausted. Major 
LLoyp-GEorRGE pointed out that under the Dangerous Drugs 
Act manufacture, import, and export of dangerous drugs 
could be carried out only under licence of the Secretary 
of State. The ban simply meant that the manufacture, im- 
port, and export of heroin would cease, and that’ was all it 
meant. 

Consultations 


The Home SECRETARY told Mr. W. WELLS (Walsall, Lab.) 
that representations about the proposed ban had been 
made to him by the B.M.A., the Medical Women’s Federa- 
tion, and the medical staffs of 15 hospitals or medical 
schools. Mr. WELLS asked what action he intended to 
take on these representations, and if he thought it right to 
interfere with the doctors’ freedom to prescribe. Major 
Lioyp-GeorcGeE said the idea that no consultation had taken 
place was contrary to the facts. The history of the ban did 
not start in 1954, as the statement issued by the B.M.A. on 
December 7 tried to indicate. It started in 1950. 


Prohibited Drugs 


The Home Secretary informed Mrs. LENA JeGer (Holborn 
and St. Pancras South, Lab.) that the Eighteenth Session of 
the United Nations Economic and Social Council, which 
recommended the banning of heroin, also urged govern- 
ments to prohibit the manufacture, import, and export of 
ketobemidone, and urged countries in which cannabis pre- 
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Barmisy 
ee 
parations were still being used to explore the possibjjj 
discontinuing their use as rapidly as possible. Ketobem; 
which he was informed was an exceptionally addict) 
thetic drug, had never been used in this country, and he dig 
not propose to license its import or manufacture here Unless 


it was required for scientific purposes. Cannabis WAS Used 
in small quantities as colouring matter in corn Plasters ang 
corn paints. He was informed that its use was on the 

He did not propose to take any action at present to Prevent 
its use. 


Alternative Treatment 


Mrs. Lena JeGer (Holborn and St. Pancras South, Lab) 
asked the Minister of Health on December 12 what trey. 
ment under the Health Service was to be available after 
December 31 for heroin addicts who were receiving dimip. 
ishing doses of the drug as part of their present treatmen 
by practitioners. Mr. MAcLeop stated that if any particuly, 
drug was not available it must obviously be for each patients 
doctor to decide what alternative method of treatment wa; 
best suited to any individual, 

Mr. P. REMNANT (Wokingham, Con.) asked the Ministe, 
what drug he would recommend to be used instead of 
heroin for those patients who cannot take morphine. My 
MACLEOD said it was not for him to recommend the use of 
any particular drug. The drug or drugs to be used muy 
be decided by the patient’s doctor. 

Mrs. Jecer asked what drugs were at present forbidden 
to the medical profession. Mr. MACLEop told her that there 
was no authority, either generally or under the Health 
Service, to prohibit prescribing any drug. So far as ther 
was any question of controlling or licensing the manufac: 
ture of any particular drug, that was a matter for the 
Home Secretary. 

Dr. D. JoHNSON asked the Minister how many times the 
Standing Advisory Committee had met during 1954 and 
1955 ; what fees were paid to its members for attendance: 
and how many of its 27 members were present at the 
meeting at which it was finally advised that heroin should 
be banned. Mr. MAcLeop stated that the committee mei 
three times in 1954 and had met twice so far this year. No 
fees were paid to its members, of whom 20 were present 
at the meeting referred to. 

In a reply to Dr. A. D. D. BRouUGHTON (Batley and 
Morley, Lab.), Mr. MACLEOD said that the last meeting of 
the committee to consider the proposed ban on heroin was 
on December 14, 1954. 





Dialling DOC 

Mr. B. JANNER (Leicester, North-West, Lab.) asked the 
Postmaster-General on December 7 whether he would con- 
sider setting up a system whereby members of the public 
could get into touch at once with a doctor, in the event of 
emergency, by such a method as dialling DOC or some such 
easy code. Dr. CHARLES HILL said that some such system 
would be practicable if the doctors in the area arranged a 
central point to which calls could be made. If this were 


- done the Post Office would of course co-operate, though a 


number of technical problems would have to be resolved. 


Provision for Research 


Mr. A. BLENKINSOP (Newcastle-upon-Tyne, East, Lab.) 
asked the Minister of Health on December 5 what provision 
was made for general practitioners to participate in medical 
research. Miss HorNSBy-SMITH said the Minister understood 
‘hat the Medical Research Council could assist any suitable 
research project in general practice. 


Frontal Leucotomy 

Dr. Donatp JoHNsON (Carlisle, Con.) asked the Minister 
of Health if he would state the number of operations for 
frontal leucotomy performed on involuntary patients @ 
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mental hospitals in England and Wales during 1952 and 
1953; and, in view of the personality changes caused by 
such operations, what formalities were necessary for permis- 
sion for such operations to be performed beyond the decision 
of the physician superintendent of the hospital, Dr. BARNET 
Srross (Stoke-on-Trent, Central, Lab.) asked what safe- 
vards were used to prevent experimental surgery on the 
brains of those who were certified to be insane and who were 
in-patients in mental hospitals. Py 

Mr. Iain MAcLeEop stated on December 5 that figures of 
leucotomy operations were not available for 1953, and those 
for previous years included voluntary as well as certified 
and temporary patients. In 1952 the number of operations 
performed was 1,355. The decision to perform any opera- 
tion on a mental patient under detention was one for the 
medical practitioner concerned, having regard to his duty 
to preserve the patient’s life and health. It was normal 
practice for the consent of the nearest relative to be obtained, 
if possible, and it was also customary for more than one 
doctor to be concerned in the decision as to this operation. 
Dr. Jounson asked if the Minister was aware of the warnings 
about the results of this operation recently issued by 
specialists and research workers in mental illness. Could 
he ensure that wherever possible the consent of the patient 
was obtained, for, even though certified and in involuntary 
detention, many were persons enjoying free will and the 


powers of decision? Mr. MACLEOD said that he was aware ~ 


of those, and the anxieties that had given rise to the question. 
The Ministry had already embarked on a follow-up review 
of cases of leucotomy. Whenever possible the consent of 
the patient or his nearest relative was obtained. Dr. Epirx 
SUMMERSKILL (Warrington, Lab.) said that in the Maudsley 
Hospital a board of doctors considered cases where frontal 
leucotomy was proposed. Would the Minister advise other 
hospitals where possible to arrange for a number of doctors 
to consider these cases? Mr. MACLEop said that there were 
regulations. available on request to doctors, which had been 
drawn up by the Board of Control to meet these difficult 
circumstances. He would consider whether this advice 
should be circulated to doctors. 

Mr. Jonn Hynp (Sheffield, Attercliffe, Lab.) asked if the 
Minister was aware of the considerable concern caused by 
Press articles alleging that in an unnamed hospital experi- 
ments were being carried out for sheer experimental purposes 
on these patients. Mr. MACLEOD said he had seen these 
reports. In relation to the references by certain papers to 
an experiment by Dr. Sherwood, referred to in a paper 
before the Rhyl Society of Medicine, he was assured that the 
consent either of the patient or of relatives was always 
obtained. In a further reply to Dr. JoHNSON. who asked 
for statistics to be gathered of this operation, Mr. MACLEOD 
said that statistics had been kept until 1952, but this had 
become such a recognized form of treatment that no useful 
purpose would now be served by collecting statistics. 


Fluoridation of Water Supply 


Captain R. PILKINGTON (Poole, Con.) asked what evidence 
the Minister had that a fluorine content in drinking water 
was beneficial to teeth ; and what steps he proposed to take 
so that all drinking water was so treated. Miss HoRNSsBy- 
SMITH said on December 5 that surveys carried out over a 
number of years in this country, the United States of 
America, and elsewhere showed that there was markedly 
less dental decay in areas where the water contained adequate 
quantities of fluoride. The decision whether or not to fluori- 
date the public water supplies rested, in the first place, with 
the water authorities concerned. She also told him that 
experiments were being carried out in Andover, Watford, 
Anglesey, and Kilmarnock to obtain the results of full tests. 
Mr. A. BLENKINSOP asked the Parliamentary Secretary to 
do what she could to speed up these experiments. There 
was a great deal of interest in the work, and the possibilities 
were great. Miss Hornspy-SMITH said the Ministry was 
aS anxious as anyone to see the tests carried through, 
but there were formalities to be gone through with local 
authorities. 


Mr. S. P. VianT (Willesden, West, Lab.) asked what deci- 
sion the Darlington Town Council had reached with regard 
to plans for the fluoridation of the public water supply. 
Mr. MACLEOD stated on December 8 that the town council 
on December 1 decided not to accept a tender for the supply 
and installation of apparatus for the fluoridation of their 
water supplies. 

Children’s Teeth 


Captain PILKINGTON (Poole, Con.) asked how the state of 
children’s teeth to-day compared with the position in 1946. 
Miss HornsBy-SMITH told him on December 5 that com- 
parable information was not available, but the Minister was. 
advised that there had been some deterioration, although 
facilities for treatment had increased. The deterioration, 
she added in a further answer, was believed to be due to 
more frequent consumption of carbohydrates. 


Poliomyelitis Vaccine 


Mr. VIANT asked the Minister of Health what anti-virus 
infection vaccine was being used in the Health Service on 
contacts with cases of poliomyelitis. Mr. MACLEOD replied 
on December 8 that none was, but some use was being 
made of gamma globulin derived from human blood plasma. 





Vital Statistics 








Infectious Diseases 


The largest variations in the notifications of infectious 
diseases in England and Wales during the week ending 
November 26 were increases of 85 for scarlet fever, from 
1,046 to 1,131, 76 for measles, from 2,445 to 2,521, and 37 
for whooping-cough, from 1,147 to 1.184; the only large 
decrease was 193 for food-poisoning, from 405 to 212. 

The largest rises in the number of notifications of measles 
were 44 in Lincolnshire, from 34 to 78, 39 in Northampton- 
shire, from 72 to 111, and 31 in Hertfordshire, from 108 to 
139, and the largest falls were 34 in Carmarthenshire, from 
134 to 100, and 31 in Sussex, from 97 to 66. Only small 
fluctuations were recorded in the local returns of whooping- 
cough. The largest rises in the number of notifications of 
scarlet fever were 24 in Lancashire, from 204 to 228, and 22 
in Derbyshire, from 30 to 52. 10 cases of diphtheria were 
notified, being 5 more than in the preceding week. Mul- 
tiple cases of diphtheria were reported in Warwickshire, 
Birmingham C.B. 3, Essex, Epping and Ongar R.D. 2, and 
Lancashire, Huyton-with-Roby U.D. 2. 

8 of the 11 cases of paratyphoid fever were notified in 
Northamptonshire, Corby U.D. 5 of the 11 cases of typhoid 
fever were notified in Middlesex, Acton M.B. 

159 cases of acute poliomyelitis were notified. These were 
20 fewer for paralytic cases and 5 more for non-paralytic 
cases than in the preceding week. The largest returns during 
the week were London 31 (Woolwich 10, Lewisham 6), 
Gloucestershire 14 (Bristol C.B. 10), Middlesex 11 (Hendon 
M.B. 4), Warwickshire 9 (Birmingham C.B. 4), and Kent 8. 

629 cases of dysentery were notified, being 11 more than 
in the preceding week. The largest centres of infection were 
Lancashire 158 (Liverpool C.B. 52, Lytham St. Annes M.B. 
26, Oldham C.B. 10), Yorkshire West Riding 100 (Hudders- 
field C.B. 28, Leeds C.B. 19, Bradford C.B. 17, Kirkburton 
U.D. 13, Normanton U.D. 10), Surrey 68 (Leatherhead U.D. 
60), London 43 (St. Pancras 9), Leicestershire 27 (Hinckley 
U.D. 15), Middlesex 26 (Willesden M.B. 9), and Yorkshire 
North Riding 22 (Eston U.D. 20). 


Week Ending December 3 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,127, 
whooping-cough, 1,112, diphtheria 25, measles 2,757, acute 
pneumonia 462, acute poliomyelitis 115, dysentery 615, para- 
typhoid fever 6, and typhoid fever 6. 
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Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest 
and lowest figures reported in each week during the nine 
years 1946-54 (influenza, 1952-4) are shown thus ----- - : 
the figures for 1955 thus ————. [Except for the curves 
showing notifications in 1955, the graphs were prepared at 
the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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INFECTIOUS DISEASES AND VITAL STA 


Summary for British Isles for week ending November 2% 
(No. 47) and ‘corresponding week 1954. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great 
England and Wales (London included), London administrative ‘owns in 
17 principal towns in Scotland, the 10 principal towns in Northern. Ire} the 
and the 14 principal towns in Eire. Ireland, 
A blank space denotes disease not notifiable or no return available. 
The fable is based on information supplied by the Registrar-General of ' 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of mt 























































































and Local Government of N. Ireland, and the Department of Health on 
——$__ 
CASES 1955 1954 
: ——— 
in Countries Seis e “gici.lne 
and London eS 8 3 ~|£} Ss) ;sy 2 
_|4 | Zimiwer ll aAliglz | 
Diphtheria . . nf 10) Of 3} O| 3 19) 2 gf g 
Dysentery .. - 629] 43) 150} 9 447| 43 183] 
Encephalitis, acute. . 2} ol 1 | o |e 
Enteric fever: Be e. 
Typhoid .. il} .3} O 1 33 Of Oo ; 
Paratyphoid 11 1 0 | 7 0)3(B) 0 
Food-poisoning ..| 212] 49 1 321) 16 =| o 
Infective enteritis or P| -_ i i 
diarrhoea under 
2 years .. - 19} 26 22) rr] 
Measles* .. .. | 2,521) 29) 57] 30] 69] 5,272) 273] 54g 281 9 
. , = 
Meningococcal infec- 
tion ae és 26 3} 15 2 2 27 oO 7m yi 
Ophthalmia neona- } 
torum a 31 2 9 1 323} OF 6 @ 
Pneumoniat on 411; 25) 274 5) 4 614; 34) 106) 7 4 
a acute: al 
ralytic me 91) 21/1 34 d 
Non-paralytic .. 68} 1 s'9 . 5 16 |} + H 2 
Puerperalfever§ ..| 223] 33) 11] 2 242) 41| 11] 0 
Scarlet fever “a 1,131} 72) 156) 44) 38 849} 52) 156) 38 3% 
Tuberculosis: 
Respiratory * 644; 72) 121) 18 640} 67) 117) 12); 
Non-respiratory. . 93 7 9 «619 
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1955 | 1954 
DEATHS = = m7 = 
in Great Towns af Zlelzleyrs s ? ;4] 2 : 
az |S 3 Zla}az}a 5, z\a 

Diphtheria . . me oO} (OO 0 o of Oo OO 
Dysentery .. * 1 0 0 0 0 
Encephalitis, acute. . 0 0 0 0 
Enteric fever * 0 0 0 0 0 
Infective enteritis or 

diarthoea under 

2 years .. i 8 0 2 0 1 5 0 1 || a | 
Influenza .. “A il 0 2 0 yj 32 2 5 0 
Measles ia a 0 0 0 0j 0 | Oo 80 
Meningococcal infec- 

tion a ee en 0} 2 
Pneumonia a 272; 46) 13) 14 5 253; 31) 23) 10 4 
Poliomyelitis, acute 10 ol Po 3 1 0 
Scarlet fever ; o| o Oo O o 68 6 CO 
be 5 fed i da? 

espiratory - 5 11 3 3 

Non-respiratory. . } 73 L 2 1 0 1} 106 { i yot 
Whooping-cough .. 23 of OF OF oO 2} of oF 9 
Deaths 0-1 year .. 219} 22) 26) 11) 18 216, 31; 32) 10 
Deaths (excludin ms 

stillbirths) -. | 5,462| 797) $57) 103) 171 5,798 833 624 113 187 
LIVE BIRTHS .. | 7,005/1060 887/ 190| 324] 6,719/1010} 767] 197) 318 
STILLBIRTHS ..| 193, 21| 29) 192| 19| 21) | 








* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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Sir Henry Souttar 80.—Sir Henry Souttar celebrated his 
goth birthday on Wednesday, and it is with much pleasure 
we offer him our congratulations. His record of high office 
held in the B.M.A. is unequalled: he was Chairman of the 
Representative Body from 1934 to 1937, Chairman of 
Council from 1939 to 1942, and President for the year 
1945-6. It was at the London Hospital that Sir Henry 
developed his original talents as a surgeon. Thirty years 
ago he recorded the first successful operation on a stenosed 
mitral valve (Journal, 1925, 2, 603), and his aptitude for 
mechanics found an outlet in the many modifications he 
made in surgical instruments. He was also a pioneer in 
radiotherapy. Just over a year ago Sir Henry and Lady 
Souttar celebrated their golden wedding anniversary. 


Control of Yaws in Africa.—Plans to rid Africa of yaws 
were discussed at the Second International Conference on Yaws 
Control, held at Enugu, Nigeria, from November 10 to 24, under 
the chairmanship of Dr. J. L. McLetcuie. At least 25 million 
Africans were estimated as suffering from yaws. It was 
decided to ask W.H.O. and Unicef to assist in a mass cam- 
paign against the disease, on the lines of the successful 
campaigns in South-East Asia. These had proved relatively 
inexpensive, now costing 60 to 80 thousand dollars for every 
million people examined. Since the First Yaws Conference 
in Bangkok in 1952 some 50 million people had been 
examined and 15 million treated ; three-quarters of the cases 
had been in children under 15. A single injection of a long- 
acting penicillin is given, and the Enugu conference sug- 
gested dosages of 0.6 and 1.2 mega units for children and 
adults respectively, with half these doses for contacts. The 
conference decided to convene a meeting of African health 
administrators to plan the strategy of the campaign. 


Infants in Maternity Units——The Ministry of Health has 
addressed a memorandum on the “Care of Infants in 
Maternity Units” (MC823/H2/A3) to regional boards, 
management committees, and boards of governors. It asks 
them to review their present practice “and where at all 
possible to arrange that the infant should remain in the 
ward with the mother.” The memorandum draws attention 
to the risks of infections and, less commonly, accidents if 
babies are accommodated in nurseries, “The practice of 
leaving a number of newborn babies alone in a nursery, 
especially at night, except for periodic visits by a nurse,” 
says the memorandum, “is open to criticism.” Sixteen 
young babies were found dead in their cots in hospitals in 
1953. In such cases, although the immediate cause of death 
might have been suffocation or inhalation of vomit, there 
were grounds for believing that the infants were ailing for a 
few hours before death. Besides reducing these dangers, 
keeping the baby with its mother allows the mother to 
get to know her baby and to learn how to care for it. 


West Kent Medico-Chirurgical Society—On December 9 
some 150 members and guests of the West Kent Medico- 
Chirurgical Society assembled at the Apothecaries’ Hall, 
London, for the society’s centenary dinner and annual 
Purvis Oration. Dr. F. R. WALDRON, the president, was 
in the chair, and the oration was delivered by Sir RUSSELL 
Brain, P.R.C.P. Among the other distinguished guests 
were the Master of the Apothecaries, the president of 
the Royal College of Obstetricians and Gynaecologists, 
and the presidents of two kindred societies, the Chelsea 
Clinical Society and the West London Medico-Chirurgical 
Society. The West Kent Medico-Chirurgical Society owes 
its Origin to the initiative of the medical staff of the Royal 
Kent Dispensary (later the Miller Hospital), then newly 
moved to Greenwich, who invited neighbouring doctors to 
join them in forming a society. The society was founded 
in 1856, and after varying fortunes now has the record 
membership of 168. After the Loyal Toast had been 


honoured, Dr. NEVILLE Finzi, Master of the Apothecaries, 
proposed “ The*Society,” the chairman replying, and Dr. 
CARLTON Evans, deputizing for his father, Dr. HUDSON 
Evans, proposed the health of the guests. Mr. CHARLES 
READ, P.R.C.O.G., answered for the guests. Before embark- 
ing on the main theme of the Purvis Oration—* Dickensian 
Diagnoses *—which then followed, Sir RUSSELL BRAIN 
emphasized the essential role filled by local medical societies, 
such as the West Kent, in furthering the continued, life- 
long medical education of the doctor and in promoting 
good fellowship. Then with many vivid, amusing, and 
apposite quotations from Dickens’s novels, the orator showed 
him to have been a clinical observer of remarkable 
acuity. Dickens was familiar with a whole range of 
neuro-psychiatric disorders, from apoplexy and concussion 
to hysteria, from mental deficiency to hypomania; in 
describing the case of Dr. Manette in A Tale of Two Cities 
he had even foreshadowed analytical psychotherapy. 


Scientific Exhibition at Annual Meeting.—Plans are now 
being completed for the scientific exhibition which will be 
open from July 9 to 13 during the Annual Meeting of the 
British Medical Association in Brighton next year. The 
exhibition gives an opportunity not only to the larger 
organizations, such as hospitals, medical schools, and 
research departments, to display work of interest, but it 
also enables general practitioners, among others, to show 
the progress of research work undertaken by individuals or 
small groups. Time is now getting short for those who 
wish to submit an exhibit, since the last date for receipt 
of applications is December 31. Application forms are 
obtainable from the Secretary of the B.M.A. 


Abortion Legalized in Russia.—According to a report from 
a Times special correspondent in Moscow the Praesidium 
of the Supreme Soviet has issued a decree legalizing abor- 
tions in Government hospitals and other health institutions. 
Abortions by unqualified persons outside hospital remain 
punishable by law. The correspondent writes: “The pur- 
pose of the new law was said to be to provide ‘ women with 
the opportunity of deciding themselves about motherhood, 
and also to avert the danger to women’s health by abortions 
outside hospital.”” In 1920 a similar law was passed, but 
it was repealed in 1936. 


Parliamentary By-election.—The by-election at Greenock 
on December 8 resulted in the return to Parliament of 
Dr. J. DiIcKSON MABON 
(Labour) in the place of the 
late Mr. Hector McNeil. 
Jesse Dickson Mabon was 
born on November 1, 1925. 
He worked as a miner at the 
coal face before entering 
Glasgow University with 
an ex-Service bursary, and 
graduated in .medicine in 
January last year. Since then 
he has held an appointment 
at Stobhill General Hospital, 
Glasgow. Dr. Dickson 
Mabon stood for Parliament 
as a Labour candidate for 
Renfrewshire West at the 
General Election in May 
last and for Bute and North 
Ayrshire at the 1951 General 
Election, but failed to win either seat. The polling figures 
at Greenock were : Dr. J. Dickson Mabon (Labour), 19,698 ; 
Mr. Ian MacArthur (Conservative), 17,004. Labour majority, 
2,694. There are now eleven medically qualified Members 
of Parliament. 


[Fenton Studio, Glasgow 


Fulbright Travel Grants.—Details of these travel grants 
to enable citizens of the United Kingdom and Colonies to 
go to America for academic or educational purposes are 
obtainable from the United States Educational Commission 
in the United Kingdom, 55, Upper Brook Street, London, 
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W.1. The grants are competitive, and applicants must hold 
a “good university degree or recognized professional quali- 
fication” as well as having a guaranteed source of dollars 
for their maintenance while in America. The closing dates 
for applications are March 15 for those travelling between 
June 1 and July 31, 1956; and June 1 for those travelling 
after August 1, 1956. 


British Association of Otolaryngologists.—At the annual 
general meeting on December 2 the following officers were 
elected: President, Mr. I. Simson HALL; immediate past 
president, Mr. V. E. NeGus.; vice-president, Mr. C. GILL- 
Carey ; hon. treasurer, Mr. J. C. Hocc ; and hon. secretary, 
Mr. MyYLes L. Formsy. 


Medical Board of Queensland.—At a meeting on Decem- 
ber 1 the board decided no longer to recognize the Diploma 
in Child Health (English Conjoint Board) and the Diploma 
in Obstetrics of the Royal College of Obstetricians and 
Gynaecologists as qualifications for specialist registration. 
Queensland is the only State in Australia to maintain a 
specialists’ Register. 


A Warning.—-Complaints and inquiries have been received 
concerning a Norwegian medical woman, married to a 
British subject, who was temporarily registered in this 
country at one time but whose registration was cancelled 
by the General Medical Council. Doctors who receive a 
visit from this lady would be well advised not to part with 
money. 


COMING EVENTS 


Society for Applied Bacteriology.—Joint symposium with 
the microbiology group of the Society of Chemical Industry, 
on January 11, 1956, starting at 10.45 a.m., at the Institution 
of Civil Engineers, Great George Street, Westminster, 
London, $.W.1. Details from Mr. G. Sykes, Boots Pure 
Drug’ Co., Ltd., Microbiology Division, Nottingham. 


Association of Surgeons of Great Britain and Ireland.— 
The 1956 annual meeting will be held in London from 
April 19 to 21. The main subjects for discussion will be 
neonatal intestinal obstruction, prostatic obstruction, the 
use of cortisone in surgery, and mixed parotid tumours. 


NEW ISSUES 
Journal of Clinical Pathology.—The new issue (Vol. 8, No. 4) 
is now available. The contents include: 


IMMUNOLOGICAL ANALYSIS OF ABNORMALITIES IN THE HUMAN SERUM PROTEINS 
BY A GEL-DIFFUSION MeTHop. P. G. H. Gell. 


EscHericHia cour 0.128 Causing GaASTRO-ENTERITIS OF INFANTS. Joan 
Taylor and Ruth E. Charter. 
Epipemic INFANTILE GASTRO-ENTERITIS Due TO ESCHERICHIA COLI Type 


0.128. K. B. Rogers, V. M. Cracknell, Elizabeth H. Buchanan, and 
Helen Halley. 

RECURRENT INFECTIONS BY A STABLE DWARF-COLONY VARIANT OF STAPHYLO- 
coccus aureus. J. G. Goudie and R. B. Goudie. 

Strupies ON a CO>DEPENDENT StapHyLococcus. Mair E. M. Thomas and 
J. H. Cowlard. 

Tue COMPLEMENT-FIXATION TEST IN THE D1tAGNOsIS OR Herpes SIMPLEX 
InFections. N. L. Modi and J. O’'H. Tobin. 

Tue DETERMINATION OF ANTISTREPTOLYSIN, Gerald D. Johnson. 

A COMPARISON OF BLOOD AND EoG MEDIA FoR THE RAPID ISOLATION OF 
MYCOBACTERIUM TUBERCULOSIS. G. A. Dunlop and B. D. Lowe. 

A HisTocnemicat Property oF THE OxypHit Celis OF THE HUMAN Para- 
THyrow Gianps. A. C. Christie. 

Hraernoma (Granucar Cett Lipoma). R. C. Jennings and G. Behr. 

A Case or DitssectiING ANEURYSM IN A CHILD. P. N. Coleman. 

VARIATIONS IN THE REACTION BETWEEN THROMBIN AND FIBRINOGEN AND THEIR 
Errect ON THE ProTHROMBIN Time. G. I. C. Ingram. 

Déu.te Bopres my THE LeucocyTes or PATIENTS WiTH Burns. W. Weiner 
and Elizabeth Topley. 

Notes On A Serum CONTAINING ANTI-P IN Hicu Titre. M. Merritt and 

A New Haemostatic Druc. L. Poller. 


J. Hardy. 

A Stupy oF NAPHTHIONIN, 

THE DEMONSTRATION OF THE IRON-BINDING GLOBULIN (TRANSFERRIN) IN SERUM 
anp Urine Proteins sy THE Use or °*Fe COMBINED WITH PAPER 
ELectropHoresis. F. pd. Neale. 

A Simpre METHOD FOR ConTINUOUS a or Serum 
PROTEINS. Margaret HF Hobart and Charlies F. M. Rose. 


TECHNICAL METHOrs: 
A MetTHOoD oF CONCENTRATING SPERMATOZOA IN HUMAN SEMEN. Clare 


Harvey and Margaret Hadley Jackson. 
THe STAINING OF BACTERIAL CAPSULES AND SLIME WITH Ferric COMPOUNDS. 


M. C. Berenbaom. 
Tue APPLICATION OF RADIANT HEATING IN THE CLINICAL LaBoRATORY, 


Raymond F. Jones. 
Issued quarterly; annual subscription £2 2s.; single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


MEDICAL Tourn, 
SS 
Journal of Neurology, Neurosurgery and Psychiatry,— —The 


issue (Vol. 18, No. 4) is now available. The contents include 


THE BLOoD-CEREBROSP'NAL FLUID BARRIER IN TUBERCULOUS MENINeIns 
ALueED ConpiTions. H. V Smith, L. M. Taylor, and G, aD 

THe Basinskt RESPONSE: A REVIEW AND 
Nathan and Marion C. Smith. 

THe PaTHOLOGICAL Errects PRODUCED By SERA oF ne I 
WITH FOREIGN NERVOUS OR SPLENIC Tissue. Part II: Xa 
INJECTION OF SERUM. E. Weston Hurst. 

THE PROJECTION OF THE MIDLINE AND INTRALAMINAR NUCLEI op 
THALAMUS OF THE RaspBir. W. M. Cowan and T., P. S. Pow, THE 

NON-SPECIFIC EFFECTS OF INSULIN AND ELECTROPLEXY. E, 

A PRELIMINARY REPORT ON A PERCEPTUAL Maze Test SENSITIVE 79 
DAMAGE. Alick Elithorn. Baan 

CR 


NEw OBSERVATIONS, P. wv. 


Heap InNsuRY AS A CAUSE OF INTERNAL CaroTID THROMBOSIS, 
Sedzimir. 

REPORT OF A FAMILY SUFFERING FROM FRIEDREICH'S DISEASE, PERE, 
MUSCULAR ATROPHY, AND SCHIZOPHRENIA. Michael Shepherd. 
LOCALIZED EN!.ARGEMENT OF THE SPINAL CANAL IN THE ABSENCE OF Tumour: 

A CONGENITAL ABNORMALITY. Antony Jefferson. ’ 
AN Exvectrrope Hoiper For DiRecr ay ag WITH Its Owy 
Srermizinc Casiner. G. Pampiglione and R. Cooper. 


Issued quarterly ; annual subscription £2 2s. ; single 
12s. 6d. ; obtainable from tie Publishing Manager, BMA. 
House, Tavistock Square, London, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned. 


Monday, December 19 


@Honrerian Society.—At Talbot Restaurant, 7 for 7.30 p.m., dinner meg. 
ing. 8.30 p.m., discussion: Scope of Cardiac Surgery. To be Opened 
by Dr. D. Evan Bedford and Mr. T. Holmes Sellors. 


Tuesday, December 20 
INSTITUTE OF DeERMATOLOGY.—5.30 p.m., Dr. 


Erythrodermias. 
INSTITUTE OF NEUROLOGY.—5.30 p.m., Professor D. Slome: Physiology of 


Pain. 
Roya Army Mepicat CoLLEGeE.—S p.m., Dr. D. P. Cuthbertson: Foog 


and the Future. 


Wednesday, December 21 


INSTITUTE OF DerMaTOLOGy.-—5.30 p.m., Dr. H. Haber: 


H. T. H. Wilson; Te 


Reticulosis, 


APPOINTMENTS 


NortH-west METROPOLITAN REGIONAL Hospitat Boarp.—C. F. Hutton, 
M.R.C.S., L.R.C.P., D.M.R.D., Consultant Assistant Radiologist, Central 
Middlesex Hospital ; C. A. Simmons, B.M., F.R.C.S., M.R.C.0.G., Com 
sultant Gynaccologist, Mount Vernon Hospital ; M. Gilbert-Scott, 
L.R.C.P., D.M.R.D., Consultant Radiologist, Hillingdon Hospital; 
Torrie, M.B., CirB., D.P.M., Consultant Psychotherapist, Napsbury Hos 
tal; R. C. Williams, M.R.C.S., L.R.C.P., Consultant Ophthalmologia, 
Luton and Dunstable Hospital, St. Mary's Hospital, Luton, St. Alles 
City Hospital; R. H. Maudsley, M.B., F.R.C.S., Consultant Orthopasdic 
Surgeon, Heatherwood Orthopaedic Hospital and local health authorities’ 
orthopaedic clinics; R. B. Meyer, M.B., B.Chir., M.R.C.P., DPM, 
Consultant Psychiatrist, Marlborough Day Hospital; J. N. 
M.R.C.S., L.R.C.P., D.P.M., Assistant Psychiatrist (S. H. M.O.), 
Hospital ; G. C. Swain, M.B., B.S., Ophthalmologist (S.H.M.O.), 
ton School Treatment Centre ; O. J. Slowik, M.B., Ch.B., D.P.M. 
Psychiatrist (S.H.M.O.), Shenley Hospital ; R. L. Kerr, M. R.C.S., 
D.O.M.S., Ophthalmologist (S.H.M.O.) at Health Centre, Brentford. 
Clinic) ; J. McKeogh, L.R.C.P.&S.I., D.O.M.S., Ophthalmologist (. 
at Lansbury Drive School Clinic, Hayes ; William Shortis, M.B., 
D.O.M.S., Ophthalmologist (S.H.M.O.) at Avenue Road School 
Acton ; Nanalal R. Patel, M.B., F.R.C.S.Ed., D.O.MS., sm Ophthal 
mologist (S.H.M.O.), Nottingdale School Treatment Centre ; J ° 
Med.Dip.(U. Warsaw), Assistant Geriatrician (S.H.M.O.), West Middless 


Hospital. 
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BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Innes.—On December 5, 1955, to Dr. and Mrs. James Innes (Dr, Elm 
Hislop), 63, Alnwickhill Road, Edinburgh, a son—James Alastair. 

—On November 13, 1955, at Glasgow, to Pauline (formerly 

Downie), M.B., B.Ch., and James Macnamara, M.D., M.R.C.P., & 8 

Mukerjea.—On November 21, 1955, to Krishna (formerly Popli), MB, 

B.S., D.Obst.R.C.0.G., wife of Baloram Mukerijea, M.B., D.TM, 
D.A., of 99, Greencroft Gardens, London, N.W., a son—Pratim. 


MARRIAGES 


Williams—Shepherd.—On December 7, 1955, at Oxton Parish Church, 
Birkenhead, Cheshire, Henry Thomas Gee Williams, M.B., cB, 
F.R.C.S., of Old Colwyn, Denbighshire, to Mary Elizabeth 
M.B., Ch.B., of Oxton, Birkenhead, 


DEATHS 
Archer.—On November 14, 1955, at Connellmore, Cheltenham, Gies, 
George Johnston Stoney Archer, M.B., B.Ch., Lieutenant 


retired, aged 80. 
Clark.—On November 18, he oe eee & ane Prancs 
William Clark, M.B., ch. ithen, Pee! 
14, 1955, at Scunthorpe, Lincs, Herter Bartot 
Collins, M.B., B.Ch., of 275, Ashby Road, Scunthorpe, ‘ 
Fentoa.—On November 12, ‘~~ ees Radcliffe Fenton, M.B., 
Devonshire 


of 1, 
—On November 12, 1955, at 3, Linden Avenue, Cardiff, Sam 


Ronald Macmillan, M.B., B.Ch., late of Ecclesmachan, West Lothias 
Nicolle.—On Noversber 9. 1955, at Bognor Regis, Sussex, Alfred Philip 


Nicolle, M.R.C.S., L.R.C.P. 


R.A.M.C., 
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Any Questions ? 








————————— 

We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 


submitted. 


Transference of Tuberculosis from Man to Cattle 


Q.—In a large attested herd of cattle where no outside 
stock has been introduced for some years one of the year- 
old animals was found to be a reactor at the recent annual 
testing. However, at post-mortem examination no sign of 
active tuberculosis was found. With a view to excluding 
human contacts, I have been asked to radiograph all the 
men who attend the herd. Is this worth doing? 


A.—The human type of tubercle bacillus can be trans- 
mitted from man to cattle, usually by infected sputum. The 
disease induced in cattle tends to be retrogressive. Macro- 
scopic lesions are not always in evidence at post-mortem 
examination and the diagnosis can be established only by a 
cultural or biological examination of material from repre- 
sentative tissues. Animals so affected will react to mam- 
malian tuberculin, and in the present state of our knowledge 
we have no means of differentiating human from bovine 
infection by means of a tuberculin test. 

In the Scandinavian countries, where tuberculosis has been 
virtually eliminated in many areas from the bovine popula- 
tion, infection with the human type has given rise to serious 
difficulties in the interpretation of the tuderculin test. In 
several cases the origin of the infection has been traced to 
a farm worker who was disseminating the organisms. It 
would seem, therefore, that in the circumstances cited an 
x-ray examination of the farm attendants would be highly 
desirable. 


Chlorpromazine for Agitated Patients 


Q.—What dosage of chlorpromazine, route of administra- 
tion, and duration of treatment are advised for agitated psy- 
chiatric patients ? What toxic effects may develop, and what 
precautions should be taken to minimize them? Should 
treatment with chlorpromazine be abandoned if there are 
side-effects ? 

A.—The dosage required will be from 50 to 75 mg. three 
times a day, and there is no advantage in giving this by injec- 
tion. Treatment may be required over a period of several 
weeks. There is very little evidence bearing on the ques- 
tion of harm resulting from long courses, but quite apart 
from this some other forms of treatment should be tried 
if a result is not obtained in a reasonably short time. On 
the whole the best results have occurred in patients with 
severe tension rather than in those showing actual motor 
agitation. 

The principal complications are as follows: pyrexia may 
develop 7-10 days after starting the drug, and the incidence 
in some series has been as much as 10%. If it is observed 
the drug should be suspended, but may be begun again three 
days later. In the meantime liver function tests should have 
been done ; if these are abnormal, if there is right subcostal 
tenderness, and particularly if jaundice develops the drug 
must be stopped permanently. Postural hypotension was 
originally described as a complication, but this is not likely 
to give symptoms unless the patient is hypertensive, when 
tachycardia and giddiness may occur. In such patients the 
drug should be given in bed. Urticarial rashes have 
occurred, but these respond to treatment and the drug can 
be continued subsequently, Neutropenia has been observed, 
and blood counts should be done during prolonged courses. 
Finally, a rare Parkinsonian syndrome has been described, 
and if this is observed the drug should be stopped per- 
manently. 


Threads in the Urine after Gonorrhoea 


Q.—What is the best method of dealing with threads in 
the urine following old gonorrhoea? 


A.—Threads in the urine following previous attacks of 
gonorrhoea, especially those which sink to the bottom of 
the specimen glass, are usually an indication that a chronic 
inflammatory process is persisting either in the urethra, the 
prostate, or in both, A tiny droplet of mucopus can often 
be expressed from the meatus on rising in the morning. 


Not infrequently the inflammation is caused by organisms — 


other than the gonococcus which are either resistant or only 
partially sensitive to antibiotics. 

In long-standing chronic urethritis stricture of the urethra 
is often present, and it is important that this serious com- 
plication should first be excluded. Later the prostatic and 
urethral secretions should be examined microscopically and 
culturally, and the antibiotic sensitivity of any pathogens 
grown tested. These investigations are best carried out by 
an expert. 

A few light threads which float to the top of the speci- 
men and rapidly dissolve are sometimes seen in the morning 
urine of healthy persons. These are in fact strands of 
mucus. They do not contain pus cells and are usually of 
no significance. Nevertheless, every case of suspected long- 
standing urethral infection must have adequate investiga- 
tion, which should always include the passage of bougies 
to exclude stricture and'a careful examination of the pro- 
static fluid. 


Chemotherapy of Tuberculous Cervical Adenitis 


Q.—What part does chemotherapy play in. the treatment 
of relatively minor surgical tuberculosis in an adult—for 
example, cervical adenitis? Is the giving of a two- or three- 
week course of streptomycin and P.A.S. in accordance with 
modern practice ? 


A.—Chemotherapy is now part of the fundamental treat- 
ment of all forms of tuberculosis. In many cases of tuber- 
culous cervical adenitis it proves of great value, but in a few 
cases the results are disappointing. It is possible that this 
may depend on the amount of necrosis that has occurred be- 
fore treatment is started. A two or three weeks’ course of 
chemotherapy is entirely inadequate in any form of tuber- 
culcsis. Where there is no obvious fluctuation in the glands 
it is recommended that an adult should be given strepto- 
mycin sulphate 1 g. intramuscularly daily, with isoniazid 100 
mg. twice a day by the mouth. If there is no definite 
decrease in the size of the glands within two months and if 
they are big enough to warrant interference, it will probably 
save the patient time to have at least the larger glands 
removed surgically at this stage, but in fact operation is 
seldom necessary, as most glands do respond. If surgery is 
undertaken chemotherapy should be continued thereafter for 
at least six months, as tuberculous cervical adenitis is a 
notoriously relapsing condition. There is no reason to 
incapacitate the patient during this period, and the post- 
operative chemotherapy may well consist of sodium P.A.S. 
(sodium p-aminosalicylate) 5 g. and isoniazid 100 mg., both 
given twice a day by the mouth. It is therefore quite feasible 
for the patient to be up and about and even at work during 
this time. If the glands are yielding to treatment at the end 
of two months, then the chemotherapy should be continued, 
and after three months or so it is quite reasonable to switch 
to P.A.S. and isoniazid in order to avoid injections. The 
total period of chemotherapy should extend for at least nine 
months and possibly even as long as a year, although of 
course during most of this time the patient will have been 
back at work. 

If the glands are fluctuant when first seen then it is recom- 
mended that the pus should be aspirated and streptomycin 
+ to 1 g. inserted once or twice a week. It is even worth 
doing this with large glands from which no actual pus 
can be withdrawn. In patients over the age of 40 daily 
streptomycin is apt to give rise to vestibular upset. In 
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such patients it is reasonable to give the streptomycin three 
times a week, but then P.A.S. and isoniazid should be given 
daily in the doses already indicated. 

It is not possible in this answer to give detailed treatment 
for other forms of minor surgical tuberculosis, but the prin- 
ciple of prolonged chemotherapy—that is, a minimum of 
nine months to a year—obtains in all cases. 


Post-hepatitis Syndrome 
Q.—Three years ago a patient had symptoms of mild 
infective hepatitis. He has never felt really well since. Is 
there any test that would reveal the presence of chronic 
hepatitis, and, if the test should be positive, what is the 
correct treatment ? 


A.—Many patients who have had infective hepatitis suffer 
vague symptoms and do not feel really well for some time 
afterwards (the “ post-hepatitis syndrome ”'). The condition 
is particularly common in patients such as doctors or nurses 
who have insight into the occasional serious sequelae of the 
disease. The symptoms, in fact, do not usually have an 
organic basis but subside with the passage of time. To 
reassure both the physician and the patient, post-hepatitis 
cirrhosis (chronic hepatitis) must be excluded. Cirrhosis is 
diagnosed clinically by some or all of the following features: 
slight jaundice, vascular spiders on the skin, an enlarged 
firm liver, a palpable spleen, and ankle oedema. The most 
useful biochemical method is the bromsulphthalein retention 
test, a simple procedure well within the capacity of any 
hospital biochemical department. Additional useful bio- 
chemical indications are the constant presence of uro- 
bilinogen in the urine and a slightly raised serum bilirubin, 
globulin, or thymol turbidity level. If results are equivocal, 
or the patient remains unconvinced, needle liver biopsy, per- 
formed in hospital, should be considered for definite 
diagnosis. 

If cirrhosis has been proved, future management depends 
en the presence of obstruction to the portal venous blood 
flow with consequent portal hypertension. This is diagnosed 
by the presence of dilated veins on the abdominal wall, by 
splenomegaly, and by barium swallow examination showing 
oesophageal varices. If portal hypertension is present, future 
gastro-oesophageal haemorrhage can be expected and will 
require active treatment. The development of ascites may 
also demand modification of the diet to one low in salt, and 
the addition of diuretics. In the absence of these features 
no active treatment is needed, but the patient should take a 
good mixed diet and abstain from alcohol. 
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Bee Venom for Osteoarthritis 

Q.—Is bee venom of any value in the treatment of 
osteoarthritis of the hip? 

A.—In most joints osteoarthritis is associated with 
episodes of pain following slight trauma or unusual use of 
the affected part. It is usual for each individual episode of 
pain to recover spontaneously, which accounts for the large 
number of remedies claimed to be of benefit. 

There is no acceptable evidence to suggest that bee venom 
is of any value in the treatment of osteoarthritis of the hip. 


Conjunctival Injection in Alcoholics 

Q.—What is the cause of the chronic conjunctival injec- 
tion sometimes observed in those who regularly take con- 
siderable quantities of alcohol? Will the condition subside 
if the alcohol intake is restricted, or is there any other way 
of making the conjunctival vessels less noticeable ? 

A.—It is wise to remember that the conspicuousness of 
the conjunctival vessels varies greatly from person to person, 
even when there is no question of ill-health. Other things 
being equal, the vessels are more likely to be prominent in 
those who have led an open-air life—for example, farmers 
and sailors. 
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However, it is well established that alcoho] causes 
ing of the face and conjunctival injection, probably 
result of a direct toxic action on the blood Vessels, * 
effect is most noticeable in those who are drinking Tegularly — 
and heavily, and it usually disappears with abstinence, “ 
chronic alcoholics the vascular dilatation is more & 
producing telangiectasia and conjunctival injection 
persist even if the individual stops drinking. These oh 
toms may diminish with prolonged abstinence, but 1 bow a 
of no treatment which will hasten their disappearance, 
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Fertility of True Hermaphrodites 


Q.—-In cases of true hermaphroditism is it possible for 
a “man” (irue hermaphrodite with male external Character. 
istics) to beget children by a woman, and subsequently to 
have his sex changed to the female kind and then to con- 
ceive children by a man? Also, is the converse possible? 
Is there any record of this having happened? 


A.—So far as the writer is aware, there is no record of a 
proved case of a true hermaphrodite having achieved parent. 
hood in either role. Some have motile spermatozoa in the 
semen, though in small numbers only, and many have shown 
an apparently normal formation of Graafian follicles ang 
corpora lutea. Although, therefore, parenthood is theoreti. 
cally possible, it is very doubtful indeed whether it would 
ever occur. 


NOTES AND COMMENTS 


Antihistamines and Sulphonamides for Recurrent Colds.—Dr 
J. J. A. Biakety (Cumberland) writes: Under this heading 
(“ Any Questions ?” November 5, p. 1155) it is stated that use 
of sulphonamides may lead to the development of disseminated 
lupus erythematosus. I have not heard of this before, and f 
would be grateful if you could give me the following informa- 
tion: (1) Does this mean sulphonamides in the form of nasal 
drops ? (2) What is the mechanism of the resulting condition? — 
Sulphonamide nasal drops and spray are easily obtainable and 
seem to be very efficacious. It would seem a pity if they ar 
contraindicated. 


Our Expert replies: A variety of scnsitivity reactions, including 
drug fever, dermatitis, haemolytic anaemia, thrombocytopenic 
purpura, hepatitis, nephrosis, severe bronchial asthma, a syn- 
drome similar to serum sickness, and necrotizing arterial lesions 
resembling those of polyarteritis nodosa, have been ascribed to 
the use of sulphonamides. Similar lesions have been produced 
in experimental animals. It is believed that the sulphonamide 
forms a complex with body proteins which acts as an antigen. 
Although such lesions have usually been the result of sulphon- 
amides given by mouth, dermatologists are so familiar with the 
ill effects of sulphonamide ointments that they commonly depre- 
cate their use. As there is no evidence that the viruses of the 
common cold and allied maladies are killed by sulphonamides, 
it would seem undesirable to use sulphonamide drops or sprays — 


in treatment. 


Cold Extremities —Dr. W. J. Burns Seckrrk (York) writes? 
I suggest the sufferer (“* Any Questions ? ” November 19, p. 1284) 
tries experimentally Bier’s congestion—a rubber band on the 
wrist changed to the other wrist every quarter of an hour or 80 
as convenient. Also kid gloves a size larger than his usual; inside . 
these a thin woollen pair, removable for easy drying and warming. — 
It is difficult to obtain a thin pair, but a Shetland knitting agency 
is suggested. I have found these two helps ameliorating. 


Correction.—In the paper “ The Effect of Nicotine on Spino- — 
cerebellar Ataxia,” by Dr. John D. Spillane (December 3, p. 1345), — 
the date “ January 5, 1951” (line 7, para. 3, p. 1346) was printed — 
in error for November 5, 1951. 
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